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Preface

Healthy People is a national, state, and local prevention initiative that
identifies ten year goals and opportunities to improve the health sta-
tus of our people. Healthy People 2010 is the second comprehensive,
community health goal-setting project conducted for Lincoln and
Lancaster County.

In Lancaster County, and at the national level, Healthy People 2010
builds on strategies and lessons learned during previous decades. The
first national health targets were published in 1979 in Healthy
People: the Surgeon General’s Report on Health Promotion and Dis-
ease Prevention. This set challenging goals: to reduce mortality
among four different age groups — infants, children, adolescents and
young adults, and adults — and to increase independence among
older adults. These goals were supported by objectives with 1990 tar-
gets designed to drive action.

Healthy People 2000 expanded upon the first Surgeon General’s
report, seeking to create a strategic public health improvement ap-
proach helpful to local communities and health departments, as well
as to federal and state governments. The three overarching goals of
Healthy People 2000 were to increase years of healthy life, reduce
disparities in health among different population groups, and achieve
access to preventive health services. The national model for Healthy
People 2000 objectives was replicated widely across the U.S. at the
state level and in many localities, among them Lincoln and Lancaster
County.

In January 1990, the Lincoln-Lancaster County Board of Health re-
leased Healthy People 2000, Health Objectives for the Year 2000 for
Lincoln and Lancaster County. This document mirrored the frame-
work of the federal level with one major exception: Lincoln and Lan-
caster County objectives included indicators for all areas of the
environment affecting residents of the community.

The Board of Health and Health Department learned a number of
very important lessons in the past decade while trying to promote the
community’s achievement of the Healthy People 2000 objectives.
Some of these include:

1. A more dynamic and ongoing process is needed — one which re-
sponds and adjusts to changes in community needs and priorities,
changes in the composition of the population, and changes in the
health care system.

2. Sufficient resources must be allocated to assure that accurate,
consistent data collection occurs. Many of the objectives estab-
lished for the Year 2000 remained unmeasurable and therefore
untrackable by the end of the decade, due to insufficient resources
in this key infrastructure area.



3. Objectives must reflect the needs and will of the community to at-
tract the community attention and effort needed to achieve them.
Achieving even one of the target objectives involves community-
wide planning, resources and effort.

4. Setting different targets for racial and ethnic minorities and other
special populations in the hopes of achieving a narrowing of the
gap in health disparities was not overly successful. A new and
stronger emphasis on persistent health disparities is needed.

In light of the above, the process for Healthy People 2010 was de-
signed with these lessons in mind.

Overarching Goals

The Board of Health and Community Steering Committee adopted
two overall goals for Healthy People 2010: to eliminate health dis-
parities and to increase the quality and years of healthy life for all
residents of Lancaster County. These echo the national goals for
2010. Strong community participation and involvement was solicited
at preliminary planning stages and throughout the Healthy People
2010 process.

More than four hundred individuals participated in various activi-
ties to define key issues, identify indicators and set target objectives
for the year 2010. Measures were then refined, data collected, and a
reporting strategy implemented which seeks to maximize community
awareness and involvement over the coming decade. As work groups
established objectives for each topic area and outlined key issues,
they also identified relevant health disparities, infrastructure needs
and recommendations for ways to make progress toward objectives,
including the elimination of disparities, a reality.

Community Process

The development of objectives for Healthy People 2010 was designed
to obtain broad community input. A Healthy People 2010 Commu-
nity Steering Committee was established to help the Lincoln-Lan-
caster County Board of Health set direction and overall goals. The
Community Steering Committee brings together community leaders
interested in and knowledgeable about personal and community
health, business, education, economic development, and environ-
mental issues and concerns. Members include representatives from
Community Health Partners, health care providers, Human Services
Federation, Nebraska Department of Health and Human Services, Lin-
coln Public Schools, University of Nebraska, local business, Public
Works, Natural Resource Districts, Nebraska Department of Environ-
mental Quality, Hispanic Center, Malone Center, Asian Center, Indian
Center, Catholic Social Services (refugee resettlement) and other rep-
resentatives of racial and ethnic populations in the community. This
very diverse group met to help establish the overall direction for the
Healthy People 2010 process, to review and approve the plan for



community involvement and to review and comment on the initial
drafts of the document.

The plan for community involvement was developed by topic area.
Health Department staff responsible for each topic area identified key
stakeholders. They also developed and implemented a process that
obtained advice, recommendations, and input regarding issues, con-
cerns and setting target objectives to reach by the year 2010. The
goal was to identify community health objectives for the year 2010,
not just objectives for the Lincoln-Lancaster County Board of Health
and Health Department. At the end of this document, the Authors
and Community Contributors chapter recognizes all the community
members who assisted with this process.

An ambitious plan was developed to obtain input from the racial
and ethnic minority communities. Given the overarching goal of
eliminating disparities associated with race and ethnicity, it was criti-
cal to find a way to hear from these communities. Three feedback
sessions were scheduled for minority community leaders. Informa-
tion regarding different topic areas was presented and the discussion
recorded and shared with all the work groups developing objectives.
Nearly thirty community leaders attended and provided advice and
recommendations regarding objectives, indicators and issues.

In order to obtain a broader range of information, focus groups
were organized at each of the community centers (Asian, Hispanic,
Indian and Malone). At the focus groups for the Asian and Hispanic
communities, interpreters were present. In addition, two focus
groups were held with people with disabilities. Over one hundred in-
dividuals participated in the focus groups. Summaries of all the infor-
mation collected through the above means were shared with all work
groups and are summarized in the chapter, Health Disparities.

Maintaining a Dynamic Process

Healthy People 2010 for Lancaster County has been designed as a ten
year, dynamic community process, for which this document (pub-
lished in January 2000) marks an important beginning. Bringing to-
gether stakeholders and setting objectives to achieve by the year
2010 was the first step. Actually achieving these targets and improv-
ing the health status for all residents of Lancaster County will require
on-going cooperation, collaboration, creative partnerships and com-
mitment from all sectors of the community.

Work is still needed to develop strong mechanisms for: (1) planning
and sustaining community initiatives to achieve target objectives, (2)
ongoing community monitoring of progress toward achieving objec-
tives, and (3) data collection and maintenance of community health
status information so that ongoing monitoring and planning can oc-
cur.

As a part of these processes, work is also needed to develop a
clearer community vision concerning the connection between health



and the broader social and economic fabric of the community. How
does community health status, health behavior, and a healthy envi-
ronment relate to “quality of life” and visa-versa? What “upstream”
causes need to be addressed in order to achieve our goals for a
healthy community? Additional issue identification and objectives
development is needed for Healthy People 2010 to effectively address
these and similar questions.

Reporting and Assessment Infrastructure

To support this on-going effort, it will be necessary to routinely col-
lect, analyze and report data about the health status of residents of
Lancaster County. Routine monitoring of progress toward meeting
the Healthy People 2010 objectives is a critical element for success. To
increase access to the information, Healthy People 2010 will also be
released on the city’'s web site on January 28, 2000 (http:/
interlinc.ci.lincoln.ne.us/city/health/index.htm). During the next year,
the Health Department will update the Healthy People 2010 report as
new information becomes available.

Updates anticipated in 2000

¢ During the development of Year 2010 Objectives for Lincoln and
Lancaster County, data on Nebraska objectives for the year 2010
was not available. The state will complete their planning process
sometime in 2000. When that information is available, the tables
displaying current data and objective comparisons will be up-
dated.

+ Updated data will be available from the 2000 Minority Behavior
Risk Survey and the 2000 Adult Behavior Risk Survey, as well as Vi-
tal Statistics, Injury Surveillance, Youth Risk Behavior Survey and
numerous other datasets on which new data is collected on a peri-
odic basis. When analyses are completed, relevant data tables will
be updated. New measurement strategies and data collection
tools also need to be planned and implemented in order to mea-
sure objectives for which no current data exist.

+ As a result of the extensive community involvement in this process,
it became apparent that Mental Health is an area of significant con-
cern. The Community Mental Health Center of Lancaster County
has agreed to take the lead in developing objectives for the year
2010 for this area. When this chapter is completed, it will be posted
on the website and available in print (estimated date: April/May
2000).

* A report summarizing and prioritizing the needed improvements
in the public health infrastructure in the community will be issued
by the Board of Health.



2001 and beyond

¢ The Health Department plans to provide regular health status
progress reports on all indicators in Healthy People 2010. A report-
ing website will be established and updated at least annually.

+ Expanding upon this, the Department plans to develop user
friendly webpages with a myriad of health data about Lincoln and
Lancaster County. This will make important health information
available to all the individuals, groups and organizations who are
working to achieve the Healthy People 2010 Objectives.

Organization of this Document

Each of the 21 chapters in this document (except Health Disparities)
is organized into six sections: Indicators/Objectives for 2010, Health
Implications, Current Status and Trends, Health Disparities, Public
Health Infrastructure, and Recommendations.

Table 1 for each chapter is a list of the key health indicators related
to that topic area. Data is provided regarding current status in Lan-
caster County, Nebraska and United States. The target objective for
2010 is also identified for local, state and nation. At this time, the
target objectives for the state are not available, so this column has
dashes in place of data. Some of the indicators are developmental.
They represent objectives that are key to improving health status in
that area but for which baseline data does not exist. One of the infra-
structure issues that will be tackled in the next several years is devel-
oping mechanisms for obtaining this baseline data.

The Health Implications and Current Status Sections include brief
discussions of the issues and concerns each topic area represents for
Lancaster County. Existing disparities in health status are described in
the Health Disparities section. Public Health Infrastructure is a brief
description of key capacity issues for public health infrastructure. Fi-
nally, the Recommendation Sections include suggestions regarding
how to begin to address the problems identified and launch needed
efforts to reach the target objectives by the year 2010.

We invite all residents of Lincoln and Lancaster County to join to-
gether and make our community the healthiest in the nation.



Health Disparities

Goal for the Year 2010: Eliminate health disparities for racial and
ethnic minorities, women, people with low incomes and people with

disabilities.

Overview

Race, ethnicity and income are signifi-
cantly associated with health disparities
in Lincoln and Lancaster County as well
as the state and nation as a whole. The
national Healthy People 2010 has
established two overarching goals:
increase quality and years of healthy life
and eliminate health disparities. The
Lincoln-Lancaster County Board of
Health and the Healthy People 2010
Community Steering Committee em-
braced these goals for Lancaster County
in January 1999.

Eliminating disparities is a bold step
forward from the goal of Healthy People
2000, which was to reduce disparities in
health status, health risks and use of
preventive interventions among popula-
tion groups. Thus, in the Healthy People
2000 process, special population targets
were established for racial and ethnic
minority groups, women, people with
low incomes, people with disabilities,
and specific age groups.

In the Healthy People 2010 process,

a single target objective is set for each
indicator for all relevant populations.
An objective will not be considered
achieved unless it is achieved for all
population groups.

Eliminating disparities by the year
2010 will require new knowledge about
the determinants of disease and effec-
tive interventions for prevention and
treatment. It will also require improved
access for all to the resources that
influence health. Reaching this goal will
necessitate improved collection and use
of standardized data to correctly identify
all high-risk populations and monitor
the effectiveness of health interventions
targeting these groups. Research is
needed to better understand the rela-
tionship between health status and
income, education, race and ethnicity,
cultural influences, environment, and
access to quality medical services. This
will help us acquire new insights into
eliminating the disparities and develop-
ing new ways to apply our existing
knowledge toward this goal.

Achieving the goals of eliminating
health disparities and increasing quality
and years of healthy life will require a
national, state, and local commitment
to identify and address the underlying
causes of higher levels of disease and
disability in racial and ethnic minority
communities. These include poverty, lack
of access to quality health services,
environmental hazards in homes and
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neighborhoods, and the need for
effective prevention programs tailored
to specific community needs as well as
the underlying or pervasive effects of
racism.

To be successful in meeting this
challenge, intentional privilege may be
necessary to assure that minorities get
appropriate and necessary health care.
The goal is not just to decrease dispari-
ties but to increase quality and years of
healthy life for all populations.

In some cases, achieving the Healthy
People 2010 objectives will not be
possible without success in improving
health status for special populations. For
example, in order to effectively reduce
the rate of low birth weight infants or
teen births requires an emphasis on
minority and low-income women and
families. To change the proportion of
adults as well as the proportion of youth
who smoke requires efforts targeted to
youth.

In this chapter, you will find a sum-
mary of key disparities in health status.
These are discussed in more depth in
every chapter of the document.

What you will not find are different
targets or objectives for minority popu-
lations. Instead, the intent is to identify
the magnitude of disparity and to
regularly report on progress toward
narrowing the gap. Over the next ten
years, annual reports will be issued
showing progress toward the ultimate

goal of eliminating the disparities (gap).

Several indicators do not yet have
data available to specifically identify
differences by race or ethnicity. These
indicators are very important to tracking
the health of a population. Data is
currently being collected for two indica-
tors through the 2000 Minority Behavior
Risk Factor Survey and the 1999 Adult
Behavior Risk Factor Survey. The 2000
census data is expected to have suffi-
cient information to calculate age-
adjusted and poverty rates by age, sex,
and race. And finally, new sources of
data are being developed to track
progress in oral health and immuniza-
tions in minority populations.

Table 1 contains a summary list of key
indicators which most effectively illus-
trate existing disparities associated with
race and ethnicity. The table will show
the current gap between the highest
rate and the lowest rate. The sub-
populations (White, Black, Asian,
Hispanic and Native American) with the
highest and the lowest rates are identi-
fied. For several indicators, data is
currently not available to distinguish
rates for each of the minority sub-
populations. In those cases, the rates
are shown for white and minority
populations.

Table 2 presents the most recent
Lancaster County data for these indica-
tors selected by each major ethnic and
racial group.

Population demographics

The racial and ethnic fabric of Lincoln
and Lancaster County has undergone
rapid change in recent years. Once a
predominantly White community, the
population is now more diverse and
multiethnic. Racial and ethnic minorities
are currently estimated to be slightly less
than ten percent of the county popula-
tion. In the past ten years, Lancaster
County has experienced a population
growth (12.2%). The percent of increase

in the minority population (51.0%) was
over six times greater than the percent
of increase in the white population
(8.4%).

Between 1990 and 1998, 4,777
refugees were resettled in Lincoln and
Lancaster County. Over half of the
refugees resettled were from Asia,
which included: 2,036 Vietnamese, 936
Amerasians, and 67 Laotians. People
from Iraq and Bosnia/Herzegovina and



Table 1. Health Disparities

Disparities in health status associated with race and ethnicity
(degree of disparity is the gap between the highest and lowest rates)

Gap High Rate Low Rate

Age-adjusted diabetes deaths per 100,000 population1 43.3 55.9° Minority 12.6° White
Age-adjusted breast cancer deaths per 100,000
population4 - - -
Age-adjusted coronary heart disease deaths per
100,000 population’ 246.9 335.9° Minority 89.0° White
Percent of adults overweight -- - -
Gonorrhea incidence in persons 15-24 years of age
per 1,000 population 31.1 32.2" Black 1.1 White
Percent of adults who smoke cigarettes 22.7 44.2° Native American 21.5° Asian
Percent of persons aged 18-25 reporting binge drinking 51.9 72.4° Hispanic 20.5° Black
Infant deaths per 1,000 live births 10.5 16.9'° Black 6.4 White
Percent of births that are low birth weight 7.8 14.1"° Black 6.3 White

6.4"° Asian
Percent of mothers not receiving first trimester 35.8" Black
prenatal care 21.1 34.2° Native American 14.7° White
Percent of children aged 19-35 months who are
adequately immunized -- - -
Percent of persons aged 65 and older receiving
pneumonia and flu immunizations -- - -
Percent of women not receiving cervical cancer
screening within the past three years 14.7 95.9° Asian 81.2° White
Percent of women not receiving mammography
screening for persons 40 and older within the past 63.6 Hispanic
two years 25.2 88.9° Asian 65.5° White
Percent of adults without health insurance coverage 37.0 46.1° Native American 9.1° White
Percent of adults who report that they have been
told they have hypertension 15.1 22.8° Black 7.7 Asian
Percent of adults who report that they have been 24.0° Hispanic
told they have high cholesterol 9.6 23.6° Black 14.4° Asian
Percent of adults who report that they have been
told they have diabetes 11.9 15.8° Black 3.9° White
Suicides per 100,000 of population 4.1 10.9° White 6.8° Minority
Percent of school children aged 6-18 who have not
seen a dentist in the past 12 months - - -
Percent of children under age 18 who live in poverty -- - -
Average age of death for females 26.6 77.5"° White 50.9' Hispanic
Average age of death for males 20.8 69.1"° White 48.3"° Asian
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A-6 Health Disparities

other former Soviet lands were also
among the leading nationalities being
resettled.

The number of students taking
English as a second language increased
261% during these years. In the 1997-
1998 school year, at least 35 primary
languages were used by children in the
ESL program. Nearly 80% of these
students spoke either Vietnamese,
Spanish, Arabic or Russian.

Even more substantial than overall
minority population growth in the
county from in-migration has been the
increase of minority population births.
The annual number of minority resident
births increased from 235 births in 1987
to 457 births in 1997. The percentage of
total births that are of minority race or
Hispanic ethnicity increased from 7.8%
in 1987 to 14.2% in 1997. Black, Native-
American, Asian and Hispanic popula-
tions in Lancaster County experienced
significant increases in the number of
infants born every year between 1987 to
1997. Of these populations, Hispanics
had the largest increase in annual births
(125.0%) during this period, followed by
Asians (61.2%) and Blacks (46.3%). In
1987, the Black population had the
largest number of annual births of all
racial and ethnic minorities, but by
1997, Asian and Hispanic births had

both grown to exceed the number of
Black births.

Income also has an independent and
significant impact on health. In Lan-
caster County minority populations are
five times more likely to live in poverty
than the White population. Large
proportions of Lancaster County women
lack health insurance — particularly
minority women (one in three) and low-
income women (one in five). Lancaster
County has seen increases in three
demographic factors that have an
important impact on health care access,
ethnic diversity, poverty and female-
headed households. Large proportions
of female-headed households live in
poverty (one in four), especially those
with children (one in three). One-half of
female-headed minority families live in
poverty — more than twice the percent-
age for White female-headed families
(22%). The majority (71.5%) of female-
headed minority families with children
younger than five years old live in
poverty compared to 40.7% of White
families with similar characteristics.
Among female headed households and
female-headed households with chil-
dren, Hispanic households are most
likely to be in poverty (80.3%), followed
by Native-American (77.8%) and Black
households (45.2%).

Health Status

The disparities in health status that are
associated with race, ethnicity and
income are discussed throughout the
Healthy People 2010 document. Each of
the following chapters has a section
titled Health Disparities. The following
bulleted statements summarize key
disparities identified and discussed in
more depth in these chapters.

+ In Lancaster County, infant mortality
(IMR) is higher than the minority
population than the White popula-
tion, but this difference is not statisti-

cally significant, due to the relatively
small number of minority deaths
involved. (IMR for 1989-1996)

9.6 deaths per 1,000 births for
minority population

7.3 deaths per 1,000 births for White
population

+ The higher infant mortality rate in the
minority population is entirely attrib-
utable to high infant mortality in the
Black population. (IMR for 1989-
1996)
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18.4 deaths per 1,000 births for Black
population

In contrast to overall decreases in
infant mortality, the percentage of
infants born with low birth weight
(LBW) has gradually, but steadily
increased. In Lancaster County, the
percentage of low birth weight
infants reveals a statistically signifi-
cant increase from 5.3% in 1991 to
6.9% in 1995. Low birth weight is
more prevalent among minority than
among White infants. (LBW for 1989-
1996)

8.8% of all minority infants
5.5% of all White infants
13.7% of all Black infants

In Lancaster County, White women
are significantly more likely than
minority women to receive first
trimester prenatal care. (1989-1996)

87.4% of White women
76.9% of minority women

Native-American and Black mothers
are the least likely to receive first
trimester prenatal care (64.3% and
67.4% respectively in 1989-1996).

+ The average age of death (1991-

1995) for racial and ethnic minority
females (57.5 years) in Lancaster
County is approximately 20 years
younger than for White females (77.0
years). This is a larger disparity than
the 17.1 year difference between
White males (68.9 years) and non-
White males’ (51.8 years) average age
of death.

+ Among women 50 years and older,

37.7% of White women, 34.9% of
racial and ethnic minority women
have had an age-appropriate mam-
mogram. (1994)

Age-adjusted death rates by racial
group are difficult to calculate for
Lancaster County due to small popu-
lation and case sizes involved. But in

Nebraska, age-adjusted death rates
for heart disease and stroke are
significantly higher for Black and
Native-American populations than for
the White population.

Local behavioral risk factor survey
data for both minority and general
populations (1993 and 1994) demon-
strate vivid contrasts in cardiovascu-
lar-relevant behaviors, screening
indicators, and health care system
access in Lancaster County.

1. Smoking, binge and heavy drink-
ing, and lack of exercise are more
prevalent among in the minority
population than in the White popula-
tion. Elevated smoking prevalence
stands out among Black adults, while
binge and heavy drinking is signifi-
cantly elevated for all minority groups
in comparison to the White popula-
tion. Exercise rates are lowest among
Blacks and Native Americans.

2. Native Americans were more likely
than any other major racial group to
have been told that they have high
cholesterol, both as a percentage of
total respondents and as a percent-
age of those who had ever had their
cholesterol checked.

3. Hispanic and Native Americans
were less likely than Whites to report
having had their blood pressure
checked during the past year, and
Blacks were most likely to have been
told that they have high blood
pressure.

4. Hispanic, Native Americans and
Blacks were more likely than Whites
to report that they had been told they
had diabetes.

5. In 1994, 17.2% of the racial and
ethnic minority population reported
not accessing care in the prior year
because of cost compared to 8.5% of
the White population.
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6. Hispanic, Black, and Native-
American respondents (BRFS) were
far more likely to report lack of health
care coverage and inability to see a
doctor due to cost.

7. Native Americans were most likely
to report not having had an annual
checkup and difficulty obtaining
transportation for care.

8. Black respondents were most likely
to report that racial and ethnic origin
is a barrier to receiving services.

9. Hispanic and Native-American
respondents were most likely to
report that their fair or poor English
language skills prevented them from
receiving health care services.

10. The prevalence of obesity is
particularly high in minority popula-
tions, especially among women and
low-income persons. Currently, about
47% of Hispanic and 49% of Black
women are classified as overweight.

11. Childhood obesity has been
increasing since the 1970s, with the
result that 21% of all 12 to 19 year-
olds are now seriously overweight.

12. Disparity in access to care most
affects young adults between the
ages of 18 and 24.

13. According to the YRBS, during
the past ten years minority or His-
panic students have consistently
reported greater rates of use for
marijuana and “other illegal drugs”
than have their White counterparts.

Many poorer and less economically
developed neighborhoods in Lan-
caster County have higher percent-
ages of ethnic and minority popula-
tions than other areas of the county.
Higher concentrations of alcohol
outlets are typically found in these
poorer neighborhoods. Evidence
shows that areas with greater alcohol
outlet densities have greater alcohol-

related crashes, assaultive violence,
youth violence, and alcohol-related
pedestrian injuries.

The rate of asthma hospitalizations in
1995 showed increases over the
baselines of 188 per 100,000 for two
special population groups — Blacks
and all children aged 14 and younger.

Young children who are poor are
disproportionately exposed to sources
of lead poisoning and are found to
have elevated blood lead levels due to
living conditions in old rental proper-
ties or poor-lifestyle environments.

The national mortality rate from
cardiovascular disease (CVD) (1995)
shows that Blacks have a 40% higher
CVD mortality rate than the White
population whose disease mortality
rate is 40% higher than the Asian
population.

Women who have had a heart attack
have poorer health outcomes in
general than males who have had a
heart attack.

Nationally, age-adjusted stroke
mortality is almost 80% higher in
Blacks than in Whites and about 17%
higher in males than in females.
Moreover, age-specific stroke mortal-
ity is higher in Blacks than in Whites
in all age groups up to age 84 and
higher in males than females
throughout all adult age groups.

In Nebraska, the cancer mortality rate
continues to be higher among Blacks
than the rates for people of all other
races or ethnic origins (1988-1992).
The incidence of cervical cancer is
higher in both Hispanic and Vietnam-
ese populations than in the White
population nationally.

The prevalence of diabetes is greater
in ethnic minority populations includ-
ing Black, Hispanic, Native-American
and Asian groups. Furthermore, these
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populations are also at greater risk of
developing complications associated
with the disease.

Nationally, among children aged 6-8,
72% of Native-American/Alaskan-
Native children, 50% of Hispanic
children, 34% of Black children, and
31% of all children experience un-
treated dental decay.

National survey results show that
20% of children from families with
low incomes and 43% of children in
some Native-American populations
have baby bottle tooth decay (early
childhood caries).

Recent national studies have dis-
closed that the overall dental health
status of older adults is not good,
and that poor oral health is a barom-
eter for general health problems in
this population.

Despite a general reduction in tooth
loss in the nation’s adult population,
25% of Native Americans and Alaska
Natives aged 35 through 44 have

fewer than 20 natural teeth; among
those aged 55 and older, nearly 75%
have fewer than 20 natural teeth.

Nationally, prevalence of gingivitis is
high among Hispanics, Native Ameri-
cans, and adults with low incomes.
The prevalence and severity of peri-
odontal disease increases with age
and varies by socioeconomic status.

Only about half of the people with
oral or pharyngeal cancer survive
more than 5 years. Tobacco use,
especially when combined with heavy
alcohol use, is the major risk factor
for more than 75% of oral and
pharyngeal cancer in the United
States. Minorities experience worse
outcomes, i.e., Blacks have a much
poorer 5-year survival for oral and
pharyngeal cancer than Whites (31%
vs. 55%). Blacks are less likely than
Whites to have regular dental visits.

When disasters strike a community,
those citizens who are at greatest risk
are sensitive populations, the home-
bound, the frail, and the elderly who
cannot adequately protect them-
selves. (The sensitive populations
include people in facilities like hospi-
tals, prisons, nursing homes,
churches, schools and recreation
facilities, any other place where
people rely on others to determine
their safety).

Nationally there has been a signifi-
cant increase in the number of foods
imported into the United States.
However the present resources for
inspection and sampling of the
imported foods has not kept up with
the demand. The probability is
therefore increased that the imported
food has been processed in a way
that is not equal to standards set by
United States Department of Agricul-
ture. Because a majority of this food
is consumed by racial and ethnic
minorities, it could cause an increased
probability for foodborne illness.

“Environmental Health Hazard Risks
In The Minority Community,” a study
done by the LLCHD in 1997 revealed
the following influences on the risk of
exposure to toxic and hazardous
materials in the minority populations
in Lincoln:

1. The use of hazardous materials for
purposes other than their intended
use. An example is using gasoline for
cleaning car parts.

2. Accumulation of hazardous
materials as a form of wealth.

3. Consumption of fish from water
sources that may contain toxic
pollutants. Increased health risks are
posed to the Asian population by
significantly higher consumption
(daily) of fish and reliance on fishing
from local water bodies.
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4. Distrust of the safety of public
drinking water.

5. Lack of familiarity with public
facilities for hazardous waste dis-
posal.

Although childhood immunization
rates have been historically lower in
minority populations, there has been
a significant narrowing of the gap.

Tuberculosis occurs at higher rates in
refugee populations from areas of the
world where it is endemic.

Unintentional injuries are the second
leading cause of death for Native-
American men and the third leading
cause of death for Native-American
women.

Among children, ages 14 and under,
Native-American children have the
highest unintentional injury death
rate in the United States and are two
times more likely to die from uninten-
tional injury than White children.
Factors that contribute to higher
death and injury among Native-
American children are more strongly
associated with economic conditions
than culturally-based differences in
parenting.

Black children aged 14 and under
have the second highest uninten-
tional injury death rate in the U.S.
and are 1.7 times more likely to die
from unintentional injury than White
children.

Children aged 10 and under are
injured from falls at a rate of about
twice that of the total population.
Black children aged 14 and under
have a fall-related death rate that is
one and a half times higher than that
of White children.

Black children are more than three
times as likely and Native-American
children are more than two times as
likely as White children to die in a

fire. Children aged 4 years and under
and children with disabilities are at
the greatest risk of burn-related death
and injury.

In Lancaster County, the White
population has a suicide rate of 12.9
compared to the Black rate of 10.0;
Native American, 9.7; Asian, 9.6; and
Hispanic, 8.0. (1997)

Although Black youths have histori-
cally had lower suicide rates than
have Whites, during 1986-1995, the
suicide rate for Black youths, aged
10-19 years, increased from 2.1 to
4.5 per 100,000 population —a 114%
increase. Suicidal behavior among all
youths has increased in the U.S.
during 1980-1995; however, rates for
Black youths have increased more.

Despite having more problematic
health conditions on average, older
racial and ethnic minority individuals
are less likely than nonminority elders
to have health insurance or to visit a
doctor.

Barriers to health improvement for
certain ethnic groups include the
inability to speak or read English,
illiteracy in their native language, and
a lack of interpreters or bilingual
health-care professionals. Lack of
knowledge about where and how to
access needed services and difficulties
in using services because of distance,
lack of transportation, or physical
impairment also exist.

The percentage of White births that
are teen births has gradually declined
in recent years (1987-1995), while
the percentages of Asian, Hispanic,
and Black teen births have gradually
increased.

Some sexually transmitted disease
rates are disproportionate in some
minority communities, for example
AIDS cases in the Black and Hispanic
populations are at higher rates than
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their respective percent of the total
population. In Lancaster County, 17%
of AIDS cases reported were among
people of color. The percent of HIV
cases reported in Lancaster County
among people of color is 24%.

+ Large disparities still exist, especially
among young people. In 1997, more
than 3% (greater than 3,000 per
100,000 population) of young Blacks
(15 to 24 year old) had gonorrhea.
This compares to 130 per 100,000 for
Whites 15 to 19 years old and 104 for
Whites 20 to 24 years old. In 1998,
young Blacks (15-24 year old) ac-
counted for 19% of all reported
gonorrhea cases in Lancaster County,
while young Whites accounted for
29% of reported gonorrhea cases.

+ National data from 1995 reveal
several disparities in smoking preva-
lence among adults. Men (27.0%) are
significantly more likely to smoke
than women (22.6%). Native Ameri-
cans/Alaska Natives (36.2%) are more
likely to smoke than other racial and
ethnic groups.

+ Among adolescents, smoking rates
differ between Whites and Blacks. In
the 1980s, Black youth showed

markedly lower rates of smoking than
rates among White teens which were
more than three times higher. In
recent years, smoking has started to
increase among Black male teens but
Black female teens continue to have
smoking rates considerably lower.
Data from the national YRBS indicate
that in 1997, 40% of White high
school females were smokers com-
pared to 17% of Black high school
females.

+ Smokeless tobacco use among
adolescents also differs significantly
by students’ gender and race. In
1997, 15.8% of male high school
students used smokeless tobacco,
compared to only 1.5% for female
high school students. Smokeless
tobacco use was 12.2% for non-
Hispanic Whites, 2.2% for Blacks, and
5.1% for Hispanics.

+ Because refuse service is not auto-
matic nor required for single family
homes or duplexes, many rental
residences do not have refuse service.
This most strongly affects the minor-
ity and low-income populations in
Lincoln.

Community Input

Over the last five months, meetings and
focus groups have been held with
representatives of four minority groups
(Asian, Hispanic, Black and Native
American) and people with disabilities.
Their insight and feedback has been
invaluable to identifying and describing
concerns and issues of disparities in
health. Some of this feedback is dis-
cussed below.

Minority community leaders reminded
participants that statistical information
is not the only or even the most reliable
source of information about a popula-
tion. It is even more important to

understand what the data means, what
the implications are and what can be
done. Economic status and political
power are most critical to changing
health status.

Cultural wisdom and knowledge has
rarely been valued by the health care
community according to many of the
participant in meetings and focus
groups. The health care system generally
has tried to make minority people fit
into the health care system box. With
the changing population dynamics of
this community, it is important for all of
us to learn to do business outside of this
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box. Culturally competent care needs to
be routinely available in Lancaster
County.

Ignorance, insensitivity, mistreatment,
indifference, and discrimination are
adjectives used by many respondents in
describing their experiences with the
health care system in our community.
The inability to communicate (to under-
stand and be understood) across lan-
guages and across cultures was cited
often.

Several examples of problems experi-
enced by people of color when medical
care is primarily focused on serving
Euro-Americans include: delayed diag-
nosis of certain conditions; inability to
identify rash illnesses for person of
color; and inadequate information
about how to care for skin and hair of
black infants. A group of black women
all shared their common frustration and
experience of questions from hospital
staff when their children were born.
Because a black newborn child’s skin is
usually much lighter at birth, hospital
staff would ask often the mothers who
the father really was.

Another area of concern raised was
whether specific conditions are recog-
nized or diagnosed in a timely manner.
Many immigrants come from parts of
the world where tuberculosis and other
infectious diseases are endemic. These
individuals may not only have active
disease but may experience secondary
and tertiary consequences of those
diseases many years later. Because the
initial infection is usually treated imme-
diately in this country, some individuals
experience lengthy delays and signifi-
cant difficulty in getting appropriate
treatment for the longer term effects.

Individuals from Hispanic, Native-
American and Asian communities
discussed the need for more effective
education about risk factors and how to
prevent disease. They were very con-
cerned about the lack of knowledge in
their families and communities regard-
ing prevention of chronic disease. They

also described the struggle of adapting
cultural patterns of eating and activity in
a predominately white community. They
perceived a lack of interest in physical
activity or exercise that was not a part
of work. Risk of obesity was small in
traditional or home cultures when
people had physically demanding work
and ate a diet light in meat. That is
changing as they adapt to the American
style of life.

The high risk for chronic diseases
such as cardiovascular and diabetes in
Black and Native-American populations
was discussed. Respondents were
concerned about a lack of screening
activities; lack of knowledge within the
population about the need to be
screened and how to reduce risk; and
difficulty getting the appropriate level of
care once a condition was identified. In
the Asian population, the difficulties
overcoming cultural factors for women
to be screened for breast and cervical
cancer were identified. Hispanic women
discussed their concerns about finding
ways to persuade their husbands and
fathers to use the health care system.
They described a strong cultural tradi-
tion (machismo) for men to ignore
physical problems of their own and
concentrate on supporting and taking
care of the family.

Keen interest was expressed by many
in increased availability of opportunities
for physical activity, especially for
children and youth, in schools and in
the community. Membership in health
clubs and regular opportunities for
exercise for adults was desirable but
seemed out of reach to most of the
respondents.

Concern was expressed about the
density of alcohol and tobacco outlets in
the low-income areas of town. The
perception of many respondents was
that the increased density sends the
wrong message to their young people
and increases access for young people
to those products.

Discussion of problems with commu-
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nication focused on translation and
interpretation. Many individuals ex-
pressed concern about the accuracy,
sensitivity and trustworthiness of the
interpreters. In one focus group for the
Hispanic community, participants
recommended more emphasis on
teaching adults to speak English so they
could represent themselves. In other
groups, participants recommended
setting standards and providing training
for individuals who would provide
interpretation services for people in
medical and health care settings.

While access to care was identified as
problematic for all types of health care,
two areas of particular concern were
identified. Mental health services and
oral health services are not readily
accessible by most low-income individu-
als. And within most minority communi-
ties, there is an added barrier of percep-
tion that it is not needed. However,
community leaders in all four minority
groups identified culturally appropriate
mental health services as a growing and
critical need.

When discussing lack of health care
coverage, two groups were identified by
respondents as having greater difficulty
than others: (1) men between 18 and 40
years of age and (2) immigrant elders
who did not qualify for Medicare. There
are currently insurance programs that
cover most children and many women
but there is nothing for men if their
employment does not include health
insurance. Many immigrant elders do
not qualify for Medicare and cannot find
employment which would include health
insurance.

Both community leaders and focus
group respondents discussed concern
about how funding for services to

minorities was distributed. Many ex-
pressed a desire to see more commu-
nity-based programs that were devel-
oped and implemented within their own
community.

Two of the focus groups highlighted
problems specific to persons with
disabilities. These included transporta-
tion for medical and other needs and
barriers created by lack of curb cuts or
curb cuts that are improperly designed.
Inadequate availability of assisted living
facilities was also identified. And they
pointed out that many shopping and
recreational facilities do not have
adequate handicapped accessibility.

Concerns about environmental
hazards were discussed. Many centered
on conditions of rental housing in low-
income areas. The lack of control and
inability to get landlords to fix roofs,
repaint, provide trash pick-up, and clean
up unsafe conditions is a serious con-
cern. Long-time residents in low-income
areas of the community also shared
their general distrust of government at
all levels. They cited examples which
included their experience the North East
Radial issue. According to one minority
leader, “Trust is critical if you want
residents to understand potential
environmental risks. You have to find
the individual(s) within each culture
who are trusted and respected if you
want environmental health information
and education to be accepted.”

Trust, sensitivity, cultural competence,
better representation of minorities in
the health care work force, greater
accessibility to health care, transporta-
tion, better housing, and respect were
repeatedly emphasized by all partici-
pants in minority feedback meetings
and focus groups.
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Recommendations

These are general recommendations in
addition to the specific recommenda-
tions found in each of the following

+ Incorporate education about cultural
sensitivity into all aspects of educa-
tional programs for healthcare

chapters:

*

Identify, develop and implement
adequate data sampling and survey-
ing to track health status of minori-
ties in Lancaster County. Develop
analysis and public health comment
with the input of advisory groups
representing all four minority groups.
Adopt standards for cultural compe-
tence in health care organizations
and facilities throughout the commu-
nity.

Increase the proportion of health care
providers who are members of
minority communities.

Develop standards and training for
translators and interpreters who
provide translation for medical or
health care services.

Assure that routine preventive health
screenings are implemented for those
populations most at risk. Educate
medical professionals from the
student to the community practitio-
ner regarding risk and need for
regular screening of these high risk
populations.

providers. Recruitment of medical-
school candidates from a variety of
cultures can enhance the medical
profession in terms of education,
information, and the practice of
cultural sensitivity.

Educate consumers so they become
active participants in determining
their health care status, choices, and
options.

Establish a minority advisory commit-
tee to work with the Health Depart-
ment, Board of Health, Community
Health Partners, City, County, and
other entities to develop approaches
to meet the community health
objectives for 2010.

Rely on minority populations for
planning and implementation of
health delivery services. Make funding
and service decisions with, not for,
the communities served. Assist
minority communities to identify and
obtain funding and other resources.
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Tables 1-2

1.
2.

Diabetes defined as ICD code 250.
Lincoln-Lancaster County Health Depart-
ment, Vital Statistics data, 1998.
Currently no data source. Age-adjusted
rates are currently calculated using 1970
national census data as the baseline
population. The racial and ethnic break-
downs from the 1970 census are not
available.

Breast cancer defined as ICD code 174.
Coronary heart disease defined as ICD
codes 402, 410-414, and 429.2
Currently no data source. Data will be
available from the 1998 Behavioral Risk
Factor Survey and 1999 Minority Behavioral
Risk Factor Survey.

Lincoln-Lancaster County Health Depart-
ment, Sexually Transmitted Disease
Surveillance data, 1994-1998.

8.

10.

11

12.

13.

14.

15.

16.

Lincoln-Lancaster County Health Department,
Behavioral Risk Factor Survey, 1994.
Lincoln-Lancaster County Health Department,
Minority Behavioral Risk Factor Survey, 1994.
Lincoln-Lancaster County Health Department,
Vital Statistics data, 1994-1998.

. Nebraska Health and Human Services System,

Immunization Program report, 1999.
Currently no data source. Data source will be
developed in 2000.

Lincoln-Lancaster County Health Department,
Behavioral Risk Factor Survey, 1999.

Lincoln Public Schools, Screening Report,
November 1999.

1995 Small Area Poverty Estimates, U.S.
Census.

Lincoln-Lancaster County Health Department,
Vital Statistics data, 1993-1997.



Maternal and Child Health

Health Objectives for the Year 2010: Improve maternal health and
pregnancy outcomes and reduce rates of disability in infants, thereby
improving the health and well-being of women, infants, children, and

families in Lancaster County.

Health Implications

As the twentieth century ends, technol-
ogy, economic resources, and education
levels are primary factors that must be
addressed to achieve desired outcomes
for maternal, infant, and child health.
Technological and health-research
breakthroughs have brought about
improvements in preconception, prena-
tal, and postnatal care. However, the
problem of health disparities remains
the primary issue for improvement of
maternal and infant health. These
maternal/child health disparities are
pronounced between white and non-
white women, with the poorest out-
comes seen among the youngest moth-
ers.!

Despite the best efforts of health care
providers, complications of pregnancy
do arise and may lead to fetal or neona-
tal death. The leading causes of infant
death include birth defects, Sudden
Infant Death Syndrome (SIDS), prematu-
rity, and low birth weight. Although the
exact cause of SIDS is unknown, a
significant decrease in the number of
SIDS deaths has occurred nationally
since the implementation of the “Back
to Sleep” campaign, which encourages
caretakers to place infants only on their
back or side to sleep. Although the

campaign has proven successful, some
minority cultures are having difficulty
adjusting to the new method based on
heritage and history.’

Prematurity and low birth weight
continue to be leading causes of infant
death and disability. Infants born with
lower than normal birth weight are
more likely to experience neonatal
death, developmental and neurological
disabilities, and other complications.
Compared with infants of normal birth
weight, low birth weight (LBW) babies
are five to ten times more likely to die
during the first year of life. A dispropor-
tionate number of infants born to
minority parents are born prematurely
and/or of low birth weight. Through
inroads made in medical technology and
treatment, significant numbers of
preterm infants are living today that
would have died ten years ago. For
many infants now surviving complicated
and often fragile neonatal periods, the
lifelong implications of being born too
early result in disability, which in turn
has an impact on the emotional and
financial status of the family as well as
the community’s ability to meet the
growing needs for these children and
their families. Continued follow-up and
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study of the outcomes of preterm, low
birth weight infants’ growth and devel-
opment are necessary.

Prenatal care is an essential compo-
nent of a positive birth outcome.
Prenatal care ensures proper education
and early detection of risks, which may
impact the pregnancy and birth out-
come. Health providers are better able
to decrease infant mortality, low birth
weight, very low birth weight, and
neural tube defects as well as other
complications by monitoring women
with high-risk pregnancies. Pregnant
women are more apt to have better
pregnancy outcomes if risks can be
detected early. Consistent with national
trends, Lancaster County reports minor-
ity women generally enter prenatal care
later than white women.2

Preconception counseling regarding
maternal health conditions such as
diabetes, phenylketonuria, Rh-negative
blood type, epilepsy, and chronic
hypertension as well as environmental
health risks is essential for the birth of a
healthy baby. Preconception counseling
on proper nutrition (including the folic
acid intake), and the effects of tobacco,
alcohol, and drug use as well as the
promotion of early entry into prenatal
care has the potential to significantly
improve pregnancy outcomes. For
example, adequate intake of folic acid
prior to or beginning early in pregnancy
could decrease the incidence of spina
bifida and other neural tube defects by
50%." Currently there is no data to
identify the number of physicians in
Lincoln-Lancaster County who routinely
discuss pre-pregnancy issues with their
patients.

As many as 20% to 30% of the low
birth weight infants born in the United
States can be attributed to tobacco,
alcohol, and illicit drug use." Tobacco
use during pregnancy has been linked to
low birth weight and very low birth
weight infants as well as fetal deaths
and a high prevalence of miscarriage.
The effects of alcohol use on the devel-

oping fetus include Fetal Alcohol Syn-
drome, Fetal Alcohol Effects, cerebral
palsy, and other birth defects. lllicit drug
use has been correlated with low birth
weight and very low birth weight
infants, neurological and developmental
impairments, decreased fetal growth,
and preterm birth, among other prob-
lems. Women using illicit drugs are more
likely to contract contagious diseases,
such as HIV and Hepatitis B, which put
the infant at greater risk. Use of com-
mon illicit drugs, such as cocaine or
marijuana, during pregnancy is associ-
ated with premature birth, impaired
fetal growth, and neonatal seizures.’

The negative effects of alcohol,
tobacco, and drugs as well as prescrip-
tion medications should be discussed
with women of childbearing age prior to
and during pregnancy in order to reduce
the number of infants with certain birth
defects and with low birth weights.
With respect to alcohol use, national
campaigns continue to assist in public
awareness, and physicians are increas-
ingly focusing on abstinence from
alcohol during pregnancy.

Preterm births are often an outcome
for women of less than ideal weight
during their pregnancy. Women within a
normal weight range are expected to
gain 25-35 pounds; women who are
overweight are expected to gain 15-25
pounds; and women who are under-
weight are expected to gain 28-40
pounds. Women having multiple births
are expected to gain the average weight
of an infant in addition to the expected
weight gain for their weight range.’

Prenatal care also affords the health
care worker an opportunity to discuss
the benefits of breastfeeding. Breast-
feeding is the optimal form of nutrition
for infants and can have positive effects
for both mother and child. Breastfed
infants tend to have higher 1Qs than
infants fed breast milk substitutes.
Infants who are breastfed for at least six
months have three times fewer ear
infections, five times fewer urinary tract
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infections, five times fewer serious
illnesses, and seven times fewer aller-
gies. Breast milk is much more easily
digested than formula and results in
decreased spitting up, constipation, and
diarrhea.?

The number of multiple-birth preg-
nancies has increased dramatically in the
past ten years.* The greater the number
of fetuses carried, the greater the risk
for preterm and low birth weight
babies. Efforts to enhance pregnancy
outcomes for multiple-birth pregnancies
has been aided by maternal steroid use
prenatally and the use of surfactant
after delivery. Nevertheless, continued
efforts are needed to enhance the
pregnancy outcomes of multiple-birth
pregnancies.

Current Status and Trends

Prenatal Care

In Lancaster County in 1998, 83.8% of
all pregnant women began prenatal care
in the first trimester, a rate similar to
national and state rates.>® Following
both national and state trends, early
entry into prenatal care was much lower
for minority women. In particular, 65.8%
of Native-American women and 64.2%
of African-American women received
prenatal care in the first trimester (see
fig. 1). Teen mothers also enter prenatal
care later than older mothers. The
recent decline in entry into prenatal care
in Lancaster County is reportedly being
attributed to the difficulty in obtaining
appointments until the second trimes-
ter.” Data will need to be gathered to
determine if the length of time required
to access prenatal care is a legitimate
factor for this decline.

Entry into prenatal care means entry
into traditional western medicine. Some
women may consider themselves “enter-
ing into prenatal care” by consulting a
maternal leader, cultural “healer,” or
using cultural medical practices in

relation to their pregnancy. This may
account for some of the disparity
between nonminority and minority
women with reference to entry into
traditional western medicine’s prenatal
care. Other disparities may also be
related the growing number of non-
English-speaking citizens in Lincoln and
Lancaster County. Issues related to
cultural needs and language translation
cause continued access problems for
some of these populations. See the
Access to Health Care and Health
Disparities sections for further discus-
sion.

Alcohol, Tobacco, and Drug Use
During Pregnancy

There are two important sources of data
on alcohol, tobacco, and drug use
during pregnancy. One is the birth
certificate, for which tobacco or alcohol
use is typically self-reported by the
mother. These statistics are considered
underreported, particularly for alcohol
and drug use.

1998 births data at the local, state,
and national levels all indicated a rate of
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1.2% of mothers reporting alcohol
consumption during pregnancy (see
indicators). Household surveys, the
second source, are considered a better
means of reporting alcohol use during
pregnancy. This is accomplished at the
national level by the National Household
Survey on Drug Abuse (NHSDA). The
relevant NHSDA indicator is alcohol use
during the past month of pregnancy,
and it stood at 21.3% in 1994-95. The
national objective is to reduce this
number to 5% (see indicators). There is
no comparable local or state measure to
the NHSDA. Accurate local rates of
alcohol use during pregnancy could be
obtained using a periodic household
health survey.

In 1998 in Lancaster County, 15.8%
of pregnant women reported smoking
during their pregnancy, compared to
16.3% statewide and 13.2% nationally,
again according to births data. National
NHSDA data indicate a much higher
rate of 21.5% of pregnant women not
abstaining from smoking during the
past month. The federal goal is to
reduce that number to 5% by the year
2010 (see indicators).

Along with alcohol use and smoking
figures, statistics on drug use during
pregnancy are largely based on maternal
self-reporting and are therefore likely to
be under reported. Fear of legal conse-

quences and concerns regarding child
custody may prevent a woman from
admitting drug use. Community aware-
ness campaigns are needed to continue
to promote abstinence from drug use,
especially during pregnancy.

Prematurity

Prematurity affects 11.4% of births in
the United States, 8.4% in Nebraska,
and 8.3% in Lancaster County (1998).
Lancaster County rates for preterm
births for 1998 for were 1.3% for less
than 32 weeks gestation and 7.5% for
32-36 weeks gestation. A disproportion-
ately large number of infants born to
minority mothers are born prematurely.
Nationally and locally, African-American,
Hispanic, and Native-American women
have especially high preterm birth rates
(see fig. 2).

Low Birth Weight

Nationally, 7.6% of infants are LBW,
defined as weighing less than 2500
grams. The rate of very low birth weight
(VLBW), which is less than 1500 grams,
is 1.5%. The LBW rate has risen nation-
ally in recent years." In Nebraska, LBW
rates have remained fairly stable; in
1998 6.5% of births were of LBW (see
indicators). Although the state LBW rate
is relatively stable, these births ac-
counted for more than half (59%) of all
infant deaths. The mortality rate of LBW
infants is nearly 20 times higher than
the rate for normal and high birth
weight infants in the state.”

Like the nation, Lancaster County is
experiencing an increasing low birth
weight trend. In 1987, 5.4% of births
were LBW compared to 6.8% in 1998. In
1987, 0.6% of births were VLBW,
compared to 1.3% in 1998.2 Based on
data gathered from 1989 through 1996,
there is a significant difference between
the percent of LBW infants born to
white (5.5%) and nonwhite women
(8.8%).72 African-American women
continue to have the highest percentage
of LBW infants and VLBW infants, with
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rates of 11.9% LBW and 5.5% VLBW in
1998 in Lancaster County. Low birth
weight rates are also high for Native-
American (7.9%) and Asian babies
(9.7%) in Lancaster County.

Infant Mortality

Nationally the infant mortality rate was
at a record low of 7.2 per 1,000 live
births in 1998. However, the rate for
African Americans remains more than
twice that of White infants (14.1 per
1,000 vs. 6.0 per 1,000 in 1998).° In
1995, the Native-American infant
mortality rate was 9.0 per 1,000, while
the rates for Asian and Hispanic infant
mortality were comparable to or better
than those for Whites (5.3 per 1,000
and 6.3 per 1,000 respectively).

In Nebraska, the infant mortality rate
for 1998 was 7.3 per 1,000. The Lan-
caster County rate for the same year
was 8.0 per 1,000. Lancaster County has
set an infant mortality goal of 5.0, the
same as the national goal. During the
most recent five years of births data
(1994-1998), the contrast between
infant mortality rates for infants born to
White mothers and those born to

African-American, Hispanic, and Native-
American mothers was particularly
dramatic (see fig. 3). The trend for
poorer outcomes of low birth weight,
prematurity, and infant mortality contin-
ues for infants born to African-American
women in Lancaster County.

Breastfeeding

Nationally, the overall rate for women
beginning breastfeeding in the hospital
is 60% (1996). Data provided in 1999 by
Lincoln hospitals report that anywhere
from 67.5% to 81.2% of mothers,
depending on the hospital, are initiating
breastfeeding while at the hospital. The
rate for breastfeeding declines substan-
tially between delivery and five to six
months post-partum, with just 22% of
mothers reporting breastfeeding at six
months. Comparison data for Nebraska
or Lancaster County is not available (see
indicators).

National statistics show that 64% of
White, 61% of Hispanic, 52% of Native-
American, and 37% of African-American
mothers initiate breastfeeding. The 1996
rate at five to six months for White
women was 26%, among Hispanic
women 21.1%, and 12.1% among
African-American women. Women in
poverty initiated breastfeeding less
frequently than higher income women,
with women at 150% of poverty initiat-
ing breastfeeding at a rate of only
7.2%.

Maternal education levels also play a
key role in likelihood of breastfeeding.
Of mothers with a college education,
74% initiated breastfeeding, and 48% of
those with a high school diploma did so.
Less than 25% of women in all eco-
nomic and ethnic categories continue to
breastfeed at six months, with the
exception of 31% of college-educated
women.'
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Health Disparities

Throughout areas of health disparity for
pregnant women and infants, African-
American women continue to have the
poorest prenatal and pregnancy out-
comes in Lancaster County. Several areas
of disparity have been quantified in the
narrative above and include later entry
into prenatal care, higher rates of
preterm delivery, higher rates of low
birth weight and very low birth weight
infants, and infant mortality. Native-
American women have later entry into
prenatal care; however, their pregnancy
outcomes tend not to be as poor as
those of African-American women.

Asian women, despite language and
cultural barriers, have better outcomes
than other minorities; however, Asian
births will need further study, as more
Asian women are moving into Lancaster
County.

Teen mothers also experience health
disparities with respect to late entry into
prenatal care and a higher incidence of
premature deliveries and corresponding
low birth weights. Societal pressures
continue to have an impact on teen
entry into prenatal care and appropriate
nutrition and weight gain.

Public Health Infrastructure

Two key measurement goals are tar-
geted for public health infrastructure
development in the Maternal/Child
Health area. These goals entail closer
study and measurement of causes and
outcomes for premature and low birth
weight infant, and thereby will produce
information that will help target efforts
to reduce pregnancy complications
resulting in premature and low birth
weight births.

In the first infrastructure/measure-
ment goal, beginning in the 2000 school
year, a data match will be made be-
tween Vital Statistics and Early Child-
hood Special Education programs in the
county. The data match is proposed to
identify those children born with low or
very low birth weight receiving special
education services. In addition, data
compiled by the Nebraska Health
Systems Neonatal Intensive Care Unit
(NICU) Follow-up Project will be shared
with LLCHD to further study the devel-
opmental outcomes of Lancaster County
infants completing a stay in any Ne-
braska NICU. The goal of this 2010

infrastructure development project is to
measure the longitudinal outcomes of
low-birth-weight infants who in previ-
ous years would have died, study the
impact of these births on the county
and its education and health care
systems, and identify opportunities for
improvement.

The second infrastructure/measure-
ment goal is to track, beginning in
2000, preterm deliveries due to (a)
pregnancy complications or (b) preterm
labor unable to be stopped. Data will be
gathered and reviewed for causes of
preterm deliveries that may be suscep-
tible to targeted community efforts to
reduce the number of preterm births. An
example of such targeted community
efforts could be continued efforts to
reduce vaginal infections, which are
increasingly correlated epidemiologically
with preterm births. Another example
could be targeted efforts to reduce
smoking and alcohol use among preg-
nant women, if this can be shown to
have an impact on prematurity of
infants born in Lancaster County.
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Recommendations

+ Create systems (as discussed in the + Survey physician’s offices regarding

Public Health Infrastructure section)
to collect and analyze data elucidat-
ing causes and outcomes for prema-
ture and low birth weight infants to
help target efforts to reduce preg-
nancy complications that result in
prematurity and low birth weight. For
this purpose, create data linkages
between Vital Statistics, Early Inter-
vention records, and NICU, and other
data sources, as necessary.

Increase awareness among medical
practitioners and the public regarding
culturally appropriate preconception
counseling for all women. Materials
may include curricula from the March
of Dimes or other sources. Through
this effort, continue to support the
A-1 and March of Dimes efforts
regarding adequate intake of folic
acid.

Promote and increase maternal access
to prenatal care delivered by a variety
of practitioners including physicians,
certified nurse midwives, and nurse
practitioners. Continue to promote
culturally matched support persons
for women during pregnancy, deliv-
ery, and post-partum. Continue to
build upon successful outreach/case
management models, such as Healthy
Homes (with the addition of outreach
workers for the Arabic speaking and
Bosnian families) and the High Risk
Infant programs.

Continue to support the national
efforts of the “Back to Sleep” cam-
paign to continue to reduce the
incidence of SIDS.

Continue tracking by hospitals of the
C-section rate and decrease C-
sections.

Achieve tracking by hospitals of
readmissions by birth age in order to
identify neonatal hospitalization rates
and guide continued teaching/
intervention.

women's entry into prenatal care how
early in pregnancy are women able to
get care.

Add questions on women'’s health
histories regarding use of over-the-
counter and herbal remedies to
appropriately address their health
risks as related to pregnancies.

Track multiple-birth pregnancy
incidence rates and outcomes as part
of the activity discussed in the Public
Health Infrastructure section.

Track very very low birth weight
infants (VVLBW), those born weigh-
ing less than 750 grams.

Target male partners in preconcep-
tion, prenatal, breastfeeding, and
parenting education.

Promote access by all families to
parenting education and support,
including multimedia access to
parenting information (phone service,
Web site, etc.).

Promote and increase hearing screen-
ing for infants to detect congenital
hearing loss and make referrals for
early intervention services.

Achieve cooperation among hospi-
tals, physician’s offices, and the
Breastfeeding Coalition to work
together to establish consistent initial
and follow-up (six and 12 months)
collection of breastfeeding data for
Lancaster County.

Develop consumer-friendly resources
in the community to help women
resolve breastfeeding challenges and
increase duration of breastfeeding.
Promote the Family Violence Council’s
role in collaborating with community
agencies in keeping data and provid-
ing health/medical providers with
ongoing education and information
on identifying and treating women
who are battered (with a focus on
women battered during pregnancy).
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Related discussion
or indicators are
located in the
chapters on Healthy
Children, Oral
Health, Toxic and
Hazardous Materials,
Tobacco Use,
Nutrition and
Physical Activity, and
Alcohol and Other
Drugs.

*

*

Promote and increase frequent
screening and treatment of vaginal
infections to reduce preterm delivery.
Reenact a Maternal and Child Health
Committee for Lancaster County,

operating under the Board of Health,
to implement recommendations and
other task-specific activities (not a
“networking” group).

Table 1

1.

10.

Currently no data source.

U.S. Department of Health and Human
Services, Healthy People 2010 Objectives:
Draft for Public Comment.
Lincoln-Lancaster County Health Depart-
ment, Lancaster County Vital Statistics,
1998.

Nebraska Health and Human Services
System, 1998 Nebraska Vital Statistics
Report.

National Center for Health Statistics.
National Vital Statistics Reports, vol. 47,
no. 25, 1998. U.S. births data (preliminary).
National Center for Health Statistics,
National Vital Statistics Reports, vol. 47,
no. 18, 1997. U.S. births data.

Not chosen for local HP2010. The national
indicator and data are shown for compari-
son to the local indicator and data on the
previous line of the table.

U.S. Department of Health and Human
Services, Healthy People 2010 Objectives:
Draft for Public Comment, 1994-95. Data
from National Household Survey on Drug
Abuse.

Currently no data source. Data is likely
obtainable from local hospitals although a
common measurement approach needs to
be established.

Nebraska Department of Health and
Human Services, Title V/Maternal and Child
Health Federal Block Grant Application
(draft), FY2000, July 15, 1999.

U.S. Department of Health and Human
Services, Healthy People 2010 Objectives:
Draft for Public Comment, 1996. Data from
Ross Mothers Survey (Abbott Laboratories).

Figures 1-3

1.

Lancaster County Vital Statistics, 1998.
Nebraska Vital Statistics, 1998. U.S.
Department of Health and Human Services,
Healthy People 2010 Objectives: Draft for
Public Comment, 1995 statistics.

ibid.

ibid.

Narrative sources

1.

U.S. Department of Health and Human
Services. “Maternal, Infant, and Child
Health,” Healthy People 2010 Objectives:
Draft for Public Comment, 1999.
Lincoln-Lancaster County Health Depart-
ment. “Community Health Status in Lincoln
and Lancaster County,” Maternal and
Infant Health. March 1998.

Elza, D.D. “The Learning Curve.” 4614
Prospect Ave. #421, Cleveland, OH 44103.
CDC National Center for Health. Multiple
Births Web Press Release. September 14,
1999. “Trends in Twin and Triplet Births:
1980-97."” vol. 47, no. 24. 20. pp. (PHS)
99-1120.

CDC National Center for Health Statistics
Report, Monthly National Vital Statistics
Report, vol. 47, no. 25.

1998 Nebraska Vital Statistics Report,
Nebraska Health and Human Services
System

2010 Maternal and Infant Health Work-
group Anecdotal Report



Healthy Children

Health Objectives for the Year 2010: Improve the knowledge of health,

attitudes, and behaviors of children.

Health Implications

The four topics — children’s environmen-
tal health, adolescent mental health,
child care, and school health — and the
health indicators selected for this
chapter are individually very important
to the health of children. There are also
numerous topics applicable to this
discussion elsewhere in this report that
have significant focus for children:
Maternal and Child Health, Oral Health,
Access to Care, Tobacco Use, Immuniza-
tions and Communicable Diseases,
Nutrition and Physical Fitness, Alcohol
and Other Drugs, Sexual Behavior, and
Unintentional and Intentional Injury.
Please refer to the table of contents for
locating health data, health indicators,
and public health comments regarding
specific topics as they relate to chil-
dren’s health.

Family income, education-related
differences in knowledge, and time to
pursue healthy behaviors influence the
health and well-being of children.
Disparities in these areas are apparent in
measurable health factors, such as
smoking, overweight, elevated blood
lead levels, lifestyle (sedentary vs.
active), personal health perceptions
(risky behaviors), diabetes mortality,
activity limitations, and access to health
care (health insurance coverage and
medical/dental visits). Progress in

meeting health objectives with children
and youth is improving primarily in the
higher socioeconomic groups, leaving
the lower groups to lag behind. Dispar-
ity by race and ethnicity is also evident
between the general population and at
least one select population. Healthy
People 2000 identified a disparity of
25% or greater due to race/ethnicity in
the areas of overweight, prevalence of
diabetes, smoking and use of smokeless
tobacco, teen pregnancies, suicides,
unintentional injury, asthma hospitaliza-
tions, diabetes deaths, and adolescent
sexual intercourse.

Children’s Environmental Health

Environmental factors play a central role
in the processes of human development,
health, and diseases of children. Expo-
sure to hazardous agents in the air,
water, soil, and food and to physical
hazards in the environment is a major
contributor to increased morbidity and
mortality. The potential health effects of
pollutants range from mild sensory
irritation to acute toxicity, chronic organ
damage to death. The extent of harm to
a child depends on the number of
factors, including individual susceptibil-
ity, and the degree of exposure. Higher
disease levels generally are found
among members of racial and ethnic



60709 60'SP -- -- 0'ss o s199d pajgesipuou Yyym saiiailde Aliunwwod ui areddiped
Aoy 1ey3 1odas spuased asoym salp|Igesip YA udap|iyd O Juddidd
60°0€ 60°0¢C - - 0'0€ 0 uolesnpa yijeay
J0 JedA jooyds | Buuinbau sjooyds ybiy Jojuss pue olun( 4o Jusd49d
- - - - 0001l e aued p|iy> Ayjenb
‘s|qepJiojje ssadxde 0} 3|qe aJe Aoy3 1eyy podas oym spuated 4O JUDDIDd
- - - - 056 16178 uoi}dadsul Jejnbau ise|
4133} }e SUOIIR|OIA W} [EDIHD OU YL SSII|IDB) 3JED PJIYd 4O JUSDIDd
631 29°¢ -- uv'c 0l 0l € Jeak ysed uiyum ydwayie
apIdIns snounful ue podas oym z|—6 sapesb ul yinoA Jo Jusdidd
60 sV - €L 0 96'6 1p/6r 0| uey) 121e31b S|9AI)|
pes| poo|q paleAd|d Yiim abe Jo sieak g Japun ualp|iyd JO JUdIId
- ,0'18/0°1Z1L - - 0'0v e sieak g | Japun uaip|iy> 000’01 49d ewyise 1o} sysIA wood Adusbisw]
- 6'81 - 9L 00l LLL A11anod ul analp oym g sbe Jspun ualp|iyd paieds 4O Jud43d
oLoc Jusd9y oLoc Jusd9y oLo¢ Jusd3y
annalqo |euoneN annalqo e)selqaN annalqo J9)sedue
JeuonneN eyseiqaN J9)sedue

s103ed1pu| uaJp|iyd AyyesH | ajqel



B-12 Healthy Children

minority groups, children from low
income families and children whose
parents have less than a high school
education.’

Asthma, a chronic inflammatory
disease of the airways, is the most
prevalent serious chronic illness among
children. An attack involves spasm of
the bronchial tubes or swelling of the
mucous membranes, causing difficulty
in breathing accompanied by wheezing.
Environmental factors such as tobacco
smoke, allergens, and upper respiratory
infections contribute to asthma morbid-
ity. Most children have relatively mild
problems with asthma and can be
treated at home or in a doctor’s office.
For some children, however, the illness
can cause serious problems requiring
visits to the hospital emergency rooms
and multiple hospitalizations. Asthma is
the third-ranking cause of hospitaliza-
tions among children under the age of
15 and the first-ranking cause among
chronic conditions for children.

Lead is highly toxic, and exposure to
it is dangerous, especially for children
aged six months to six years. Lead
poisoning is preventable. Child lead
poisoning is caused by the inhaling of
lead dust, or the swallowing paint chips,
or other lead-contaminated objects. Low
levels of lead poisoning may damage
the nervous system — including the brain
— interfere with growth, harm hearing,
lower IQ scores, or make learning
difficult. Low-level lead poisoning may
also affect a child’s behavior, making
the child more excitable or less able to
concentrate. At high levels, lead poison-
ing may cause coma, convulsions, and
death. Although child lead levels have
decreased dramatically in recent de-
cades, largely due to the removal of lead
in food cans and gasoline, lead contami-
nation continues to pose a threat to
child health. It is now usually acquired
by exposure to lead-based paint. Resi-
dential paint containing lead was
banned in 1978, but paint applied to
pre-1950 housing may contain up to

50% lead content. Minority and poor
children are disproportionately exposed
to sources of lead poisoning. Children
aged 1-5 with elevated blood lead levels
were more likely to be found among
those who are poor, non-Hispanic
African Americans living in the inner city
or living in older housing.? Lead poison-
ing is preventable, and screening
children for lead poisoning provides an
early diagnosis to potential problems.
Testing is recommended between six
months to three years of age.

Adolescent Mental Health

Suicide of adolescents has increased
dramatically. Today’s youth are often
considered to be in a state of crisis. By
the time children become teenagers,
nearly 20% have already experienced
depression at some time in their lives.
Approximately half of all adolescents are
at moderate to high risk of engaging in
one or more self-destructive behaviors,
including unsafe sex; teenage pregnancy
and child-bearing, drug and alcohol
abuse, under achievement, failure, or
dropping out of school, and delinquent
or criminal behavior. Many of these
problem behaviors are interrelated.
Some of them are related to a multitude
of outside influences including physical
abuse, social violence in the streets and
at home, and a media that portrays
promiscuous sex, drug abuse, and
violence as normal behaviors.

Three fundamental human needs are
crucial to survival and healthy develop-
ment. First is the need to be a valued
member of a group that provides
mutual support and caring relationships.
Second is the need to become a socially
competent individual who has the skills
to cope successfully with life. Third is
the need to believe in a promising
future with real opportunities. Suicide
and other self-destructive behaviors
often occur when adolescents feel that
filling their needs is an unattainable
goal. Scientific research has shown that
recognition and appropriate treatment
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of mental and substance-abuse disor-
ders is the most promising way to
prevent suicide and suicidal behavior in
all age groups.

Child Care

The population of Lincoln-Lancaster
County includes 38,383 children aged
0-12 years.? Sixty-four percent of the
women of in the workforce have chil-
dren under the age of six. Access to
quality, affordable child care is a critical
issue. Quality care can be defined as
that which is licensed, safe, protects the
physical and emotional health of chil-
dren, and meets their developmental
needs. Research indicates that quality
child-care settings do not negatively
affect the emotional and mental health
of children and in fact can be a positive
developmental influence with the
outcome of healthy, happy children.’
Good child care in which parents have
trust and are involved is an extension of
the family and contributes to good
parenting outcomes. The supervision of
late elementary and early adolescent
children is also an important issue.
Children in self care are exposed to
many potential negative effects. These
include alcohol, tobacco and other drug
use, physical and sexual abuse from
other children or adults, and an in-
creased risk of injury.

The need for infant care in Lincoln-
Lancaster County is clearly growing.* In
1998 there were 3,388 births in the
county. The Lincoln-Lancaster County
Health Department Child Care Connec-
tion, a resource and referral service,
received an average of 250 calls a
month in 1998 from parents needing
care for 266-502 children.> Approxi-
mately half of these calls were request
referrals for infant care. Parents needing
care for their infants face three major
challenges: availability of infant care,
quality of care, and availability of part-
time and nonregular hours care.® Family
income is strongly associated with the
degree of difficulty parents have in

finding care, with those having lower
incomes reporting the greatest difficulty.
Current costs for infant care, including
both homes and centers, range from
$50-150 per week. The first two years
of a child’s life are critical to the out-
come of his or her life. Infants in care
can be at a greater risk of abuse, ne-
glect, developmental deprivation, and
physical abuse. They require a consistent
provider; a safe, healthy, and nurturing
environment; good nutrition; and
appropriate developmental care.

Frequent mild iliness, an average of
five to ten per year, is a normal condi-
tion of childhood, and the activity level
of ill children is age dependent." Chil-
dren in child care bear an increased
burden of infectious disease due to an
increased exposure to other children.
Infants and toddlers are at particular risk
because of limited immune defenses.
Most illnesses are common respiratory
or gastrointestinal infections, which are
not severe and are caused by respiratory
and intestinal viruses.

Working parents should be entitled to
family sick leave for their ill children.
There is a general agreement among
health professionals and the public that
when a child is seriously ill or when it is
not yet clear that the illness is a mild
one, the parent should have the right to
be at home with the child. When a child
is recuperating or has a cold or other
mild illness, parents often need alterna-
tive arrangements. At a minimum,
working parents should be able to use
their own sick or personal days to care
for their children. However, children are
ill frequently, and some parents need
help with making alternative arrange-
ments for days when a child is not very
ill and the parents need to be at work.>

School Health

Schools have more influence on the lives
of young people than any other social
institution except the family, providing a
setting where friendship networks
develop, socialization occurs, and norms
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that govern behavior are developed and
enforced. Healthy children learn better
than sick children. The goals of schools
are consistent with goals of health
promotion. Health promotion is a
central facet of the educational goal of
schools, which is to prepare youth to
lead productive lives. The School Health
Education (SHEE) study demonstrated
that school health education is an
effective means of helping children
improve their health knowledge and
develop healthy attitudes.” School
health education can decrease the
likelihood that children will adopt
behaviors that are hazardous to health,
such as smoking. Mandatory health
curriculum can and will help our chil-
dren develop positive health habits
resulting in a major impact on the
future health of the United States. The

cost of poor health habits, such as poor
nutrition and inactivity, resulting in
obesity and related diseases, is more
than $100 billion per year to the nation.
Children with disabilities are those
children with limitations in activity
because of an impairment or health
condition which adversely effects
development or educational perfor-
mance. Various aspects of health and
well-being, including access to health
care, health promotion, prevention of
secondary conditions, and removal of
environmental barriers, must be ad-
dressed to provide full participation in
society by children with disabilities.
Inclusion in educational and community
activities with nondisabled peers is a
crucial part of the social and emotional
health of children with disabilities.

Current Status and Trends

Children’s Environmental Health

There are 4.8 million American children
under the age of 18 with asthma.® The
number of children with asthma has
increased 75% from 1980 to 1994.
Prevalence of asthma in preschool
children increased 160% from 1980 to
1994, and 5.8% of children under age
five were reported to have asthma in
1995.° The annual cost of treating
asthma in children under age 18 was
$712 million in 1995.° Of this cost, $295
million was spent on emergency room
visits. Asthma is the leading cause of
school absenteeism and accounts for 10
million lost school days each year.
Children with asthma average twice as
many absences from school than chil-
dren without asthma.' The loss in
productivity by working parents caring
for children who miss school due to
asthma is an estimated $1 billion a
year."® A 1998 Boston-based study of
children with asthma who received
intensive asthma education, interven-
tion, and follow-up nursing visits

experienced a 73% reduction in emer-
gency room visits, 84% reduction in
hospitalization rates, and an 82%
reduction in outside-plan costs (ambu-
lance, tertiary referrals, and home health
care).® Annual costs for this group of
children with asthma dropped from
$78,000 before intervention to $13,700
the year following the intervention.
Asthma disproportionately affects
minorities and the poor. Although
asthma prevalence for nonwhites is only
slightly higher than for whites, the
asthma hospitalization and morbidity
rates for nonwhites are more than twice
those for whites.’® Not clearly under-
stood just why, multiple factors are
likely the causes, such as higher levels of
exposure to environmental tobacco
smoke, pollutants and environmental
allergens; lack of access to quality
medical care; and lack of financial
resources and social support to manage
the disease effectively over time.
Although significant progress has
been made in reducing elevated blood
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doctor or nurse.’
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lead levels (EBLLs) in children, lead
poisoning remains a major preventable
environmental health problem for
children in Lincoln-Lancaster County."’
Between July 1996 and June 1999,
4,447 children, aged six months to six
years, were screened for blood lead
levels (BLLs) by the Lincoln-Lancaster
County Childhood Lead Poisoning
Prevention Program (CLPPP). BLL's
among children tested indicate that one
in ten (9.9%) of children in high-risk
communities have EBLLs of 10 ug/dL or
higher.'> These children are usually living
in pre-1950, deteriorating housing and
are below poverty-level income. Many of
these homes are rental properties. A
survey of local physicians revealed that
only one in ten physicians always assess
potential environmental risks of their
child patients." Thirty-five percent
indicated they rarely or never discuss
environmental risk factors with a child’s
parents or guardians.

Adolescent Mental Health

Suicide is the ninth leading cause of
death in the United States. The risk
factors for suicide frequently occur in
combination. Scientific research has
shown that almost all people who take
their own lives have a treatable mental
or substance-abuse disorder. The major-

ity have more than one disorder. Suicide
remains a complex behavior that re-
quires intensive preventive intervention.

Child Care

Although Lancaster County has more
than 816 childcare facilities at present,
the need for quality care, especially for
infants, remains permanent. Current
costs for infant care range from $50-
150 per week. The rate range for toddler
care is $50-110 per week, and for
school-age children the range of cost is
$25-110. The highest rates are attrib-
uted to center care and care that is
developmental in nature rather than
custodial. Parents are often faced with
selecting care that does not meet their
standards due to the high cost of
preferable care.

A statewide commission has been set
up by the governor to study the costs of
child care and to make recommenda-
tions for long-term solutions. It is
imperative that a sound system for the
financing of child care be established to
continue with the development of high
quality care that keeps pace with the
population growth in Lancaster County.

The Kids in Touch Environmentally
(KITE) program enables the department
to teach childcare providers about
environmental conditions and practices
that are hazardous to children, so that
they can help protect the children in
their care. This protection is accom-
plished through the enlightened actions
of the childcare providers — maintaining
a healthful environment, engaging in
healthful environmental practices, and
educating the children to do the same.
As a result, the program helps prevent
the exposure of children to environmen-
tal hazards; raises the overall quality of
community childcare resources; raises
community awareness of the impact of
the environment on children’s health;
and increases the likelihood that the
children, as future adults, will take
action to avoid environmental condi-
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tions and practices hazardous to chil-
dren.

The Providers Exceeding Licensing
Standards (PELS) is a public-private
initiative that supplies family resource
specialists to make home visits and
assist providers in meeting standards.
Providers completing the program are
noted on referral lists through child care
connection.

Technical assistance is available for
child care center staff through either in-
service training on a variety of topics or
consultations upon request.

Disease prevention and management
procedures and checklists have been
developed to educate and assist child-
care staff when an infectious outbreak,
such as shigellosis, occurs. An environ-
mental health specialist does on-site
follow-up when a communicable disease
has been pinpointed to a facility. A
review of sanitation procedures, includ-
ing correct handwashing, is completed.

School Health

Schools with comprehensive health
education did not meet Healthy People
2000 goals. Comprehensive school
health education includes eight areas of
content: Personal Health and Physical
Fitness, Mental and Emotional Health,
Prevention and Control of Disease,
Nutrition and Weight Control, Death
and Dying (optional), Injury Prevention
and Safety, Community and Environ-
mental Health, and Consumer Health
and Family Education. Baseline data
gathering revealed that only 11% of
middle schools and high schools met
just five of the essential criteria for
comprehensive school health education.
Only 2.3% of schools met all eight
criteria.” Only 20% of the county’s
middle schools and high schools require
one school year of health education.
Efforts of health educators to promote

healthy lifestyles in adults are hampered
by habitual behaviors of the adult, often
learned early in life. The importance of
prevention education at early ages
cannot be overemphasized. Success is
based on curricula, administrative
support, and adequately prepared and
motivated teachers. Nebraska law does
not mandate comprehensive health
education. The Lincoln-Lancaster
County Health Department continues to
provide information about middle
school and high school student attitudes
toward healthy lifestyle behaviors to
community decision-makers through
biyearly youth risk behavior surveys. This
survey compares the attitudes of stu-
dents in Lincoln-Lancaster County with
national data.

In addition to comprehensive health
education for all students, students with
disabilities eligible for special education
have unique needs. Within the Lincoln
Public Schools, enrollment in special
education services has increased 64%
from 1989 to 1999, while student
growth was only 19.7%.'® The percent-
age of boys and girls receiving special
education services from Lincoln Public
Schools has remained virtually un-
changed from 1990 to 1999. In 1990,
31.3% of the special education students
were female, while in 1999 this percent-
age was 31.8%. During the same years,
the percentages of males were 68.7%
and 68.2%.3 Contrary to public percep-
tion, the cost of educating special
education students at Lincoln Public
Schools has not increased dramatically
over the past six years. For the 1992-93
school year, the average cost of educat-
ing a student eligible for special educa-
tion was $10,907 compared to $11,255
for the 1997-98 school year."” Similar
data needs to be gathered for the other
Lancaster County Schools.



B-17 Healthy Children

Health Disparities

Disparities in levels of family income,
education-related differences in knowl-
edge, and time to pursue healthy
behaviors are apparent in measurable
health factors, such as smoking, over-
weight, elevated blood lead levels,
sedentary lifestyles, personal health
perceptions (risky behaviors), diabetes
mortality, activity limitations, and access
to health care (health insurance cover-
age and medical/dental visits). Disparity
by race and ethnicity is also evident
between the general population and at
least one select population.

The rate of asthma hospitalizations in
1995 showed increases over the base-
lines of 188 per 100,000 for two special
population groups — Blacks and non-
whites — and all children aged 14 and
younger.'®

The prevalence of serious mental
retardation (IQ less than 50) among

school-aged children was 4 per 1000, an
increase over the 1985-85 baseline of
3.1.1%

The proportion of children aged six
and younger who are regularly exposed
to tobacco smoke at home was 27% in
1994,

Baseline data (1994) for comprehen-
sive school health education showed
that only 11% of middle schools and
high schools met just five essential
criteria of comprehensive school health
education, and only 2.3% met all eight
criteria.

Non-Hispanic, African-American and
poor children, aged six months to six
years, continue to be disproportionately
exposed to sources of lead poisoning
and are found to have elevated blood
lead levels due to living conditions in old
rental properties or poor-lifestyle envi-
ronments.

Recommendations

Many health problems relate to more
than one behavioral risk factor. The most
effective community health promotion
programs are those that implement
comprehensive intervention plans. These
plans address factors that negatively
influence participation in work, school,
leisure, family, and community life.

+ Provide risk-behavior prevention
programs that cover a wide range of
issues that adolescents face. Deter-
mine youth assets and expand on
them: communication, relationship
building, conflict management, and
assertiveness and negotiation skills.

+ Encourage meaningful, increased
communication between parent and
child that provides mutual support
and caring relationships.

Children’s Environmental Health

+ Develop effective case management
programs for children with asthma,
including school commitment that
provides students prompt and conve-
nient access to their medications.

+ Develop community asthma aware-
ness through regular reports regard-
ing the economic impact on the
community, including the loss of
productivity by working parents
caring for sick children.

+ Provide intervention that assures
access to medical care, appropriate
financial support for asthma medica-
tion and monitoring aids, and smoke-
free environments for children.

+ Apply research findings from studies
of co-morbidity of asthma to other
child and youth risk factors of to-
bacco, allergens, and exercise.
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+ Seek and screen high risk children
aged six months to six years for lead
poisoning, placing emphasis on early

screening at six months to three years

of age.
¢ Develop and implement a compre-

hensive plan for lead-safe housing for

the poor and minorities through
collaborations with the private and
public housing sectors.

+ Encourage primary-care providers to

complete and maintain environmental

health assessments of child patients.

Adolescent Mental Health

+ Promote early access to mental health

diagnostic services for children.

+ Develop broad-based school and
community prevention programs
designed to address suicide and
suicidal behavior as part of a broader
focus on mental health, stress coping
skills, substance abuse, and aggres-
sive behaviors.

+ Seek to enhance communication
between mental-health professionals
and primary-care providers so that
concepts of mental health are inte-
grated in the overall health assess-
ment of children and youth.

+ Promote anti-stigma campaigns for
mental-health services, stressing the
value and successes of early interven-
tion (as in Head Start and immuniza-
tion programs).

Child Care

+ Encourage development of high
quality, affordable infant care op-
tions, including those that focus on
ethnic preference.

¢ For mildly ill children, develop sick-
child care facilities that focus on a

*

child’s needs and allow parents to
return to work.

Provide infant care providers with
consistent education and support
based on recent brain development
research.

Promote family-friendly options in the
workplace that attract and retain
good workers and boost productivity,
including on-site child care, resource
and referral services, and flexible
work programs.

Promote quality child care for chil-
dren with disabilities.

School Health

*

Initiate comprehensive health educa-
tion curricula for all children in
public, parochial, and rural schools of
Lancaster County.

Reinstate a mandatory school health
curriculum in all Nebraska schools.
Encourage continued collaborations
with schools to assure comprehensive
health education is provided with
intensity, duration, and saturation.
Use programs such as “Tools for
Schools” to improve indoor air quality
of both schools and childcare facili-
ties.

Expand utilization of the Mobile
Health Clinic to provide comprehen-
sive health services to all children of
Lancaster County.

Promote early identification of
children with disabilities to parents,
medical staff and physicians, child-
care providers, and other health and
human service professionals.

Increase parental and professional
knowledge of services for disabilities.
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Related discussion
or indicators are
located in the
chapters on Maternal
and Child Health,
Oral Health, Access
to Health Care, Toxic
and Hazardous
Materials, Animal
Control, Tobacco
Use, Nutrition and
Physical Activity,
Alcohol and Other
Drugs, Sexual
Behavior, and
Immunization and
Communicable
Disease.

Table 1

1.

10.

11.

12

Currently no data source.

U.S. Census, 1995 data from small area
poverty estimates.

U.S. Census, 1998 data from U.S. poverty
estimates.

Currently no data source. Data is poten-
tially obtainable from local hospitals.
U.S. Department of Health and Human
Services, Office of Public Health and
Science, Healthy People 2010 Objectives:
Draft for Public Comment, September
1998. 1993-94 data from the National
Hospital Ambulatory Medical Care Survey.
Rate for children 0-4 is 121 per 100,000
and for children 5-14 is 81 per 100,000.
U.S. Department of Health and Human
Services, Office of Public Health and
Science, Healthy People 2010 Objectives:
Draft for Public Comment, September
1998. 2010 national objective is 46 per
100,000 (total population), given a 1992—
1994 baseline of 76 per 10,000. Currently
no age specific targets are set.
Lincoln-Lancaster County Health Depart-
ment, Childhood Lead poisioning Preven-
tion Program, 1998 data on the percent of
children screened annually.

Nebraska health and Human Services
System, 1998 data on the percent of
children screened annually.

U.S. Department of Health and Human
Services, Office of Public Health and
Science, Healthy People 2010 Objectives:
Draft for Public Comment, September
1998. 1988-91 data from the National
Health and Nutrition Examination Survey
(NHANES 111).

U.S. Department of Health and Human
Services, Office of Public Health and
Science, Healthy People 2010 Objectives:
Draft for Public Comment, September
1998.

Lincoln-Lancaster County Health Depart-
ment, Youth Risk Behavior Survey, 1997.
The Buffalo Beach Company, The 1997
Youth Risk Behavior Survey: Summary
Tables of Nebraska Data, 1997.

. Centers for Disease Control and Prevention,

Youth Risk Behavior Surveillance — United
States, 1997, MMWR, volume 47 (SS-3).

13.

14.

15.

Lincoln-Lancaster County Health Depart-
ment, Child Care Program, 1999 data from
child care inspections (required annually).
Currently no data source. Data could be
obtained through the use of a community
survey tool.

Currently no data source. Data collection
method needs to be established.

Figure 1

1.

Lincoln-Lancaster County Health Depart-
ment, “Youth thoughts on Suicide” Youth
Risk Behavior Survey fact sheet, 1999.

Narrative sources

1.

10.

11.

12.

American Public Health Association, Caring
for Our Children — National Health and
Safety Performance Standards: Guidelines
for Out-of-Home Child Care Programs,
1992.

Morbidity and Mortality Weekly Report, 46,
no. 7, February 1997, 141-146.

Lincoln Public Schools Department of
Special Education Statistical Handbook,
1990 and 1999.

Lincoln-Lancaster County Health Depart-
ment, Infant Care Survey, 1998.
Lincoln-Lancaster County Health Depart-
ment, Child Care Connection, 1999.
Voices for Children in Nebraska, Kid's
Count Report, 1998.

Nebraska Department of Education,
Comprehensive Health, Healthier Children
— Healthy Nebraska — The Good Life in
Action, 1989.

United States, Vital and Health Statistics,
Vol. 10, Dec. 1995, pp. 193 (table 62).
“Surveillance for Asthma — United States
1960-1995," Morbidity and Mortality
Weekly Report, Vol. 47 (SS-1), 24 April
1998.

Department of Health and Human Services,
“HHS Targets Efforts on Asthma,” (21 May
1998).

Lincoln-Lancaster County Health Depart-
ment, Childhood Lead Poisoning Preven-
tion Program, Stellar data system, 1996-
1999.

National Health and Nutrition Examination
Survey, NHANES Report lll, Phase 2, 1994.



B-20 Healthy Children

13.

14.

15.

Lincoln-Lancaster County Health Depart-
ment, “Childhood Lead Poisoning: Practices
and Beliefs of Lancaster County Physi-
cians,” March 1997, pp. 5.

Center for Disease Control, School Health
Policies and Programs Study (SHPPS) 2000.
Department of Health and Human Services
Public Health Service, Environmental Health

Progress Review, Healthy People 2000, 12
March 1997. 11.1, 11.2.

16. Lincoln Public Schools Board of Education
Statistical Information, 1998-99.

17. Lincoln Public Schools Special Education
Program Budget, 1992-93 and 1997-98.
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Health Objectives for the Year 2010: Improve the health and quality of

life for older adults.

Health Implications

The United States is experiencing an
unprecedented demographic change in
the makeup and size of its older popula-
tion. This “longevity revolution” will
make immense social and economic
demands upon our nation, most particu-
larly in the area of health care.

Since we now know that many of the
negative health conditions of later years
can be prevented, postponed, or elimi-
nated through proper lifestyle manage-
ment and self care, we must make
prevention a core component of our
health care system. Research should
have an increased focus on prevention
measures designed to postpone the
impact of conditions or illnesses that
affect loss of independence in the
elderly.

Special outreach to low income and
minority individuals at higher risk of
illness, injury, and lost years of healthy
life is imperative. Often those individuals
who would benefit most from health
promotion and prevention activities are
the least likely to be aware of them and
participate.

+ By the end of this decade, the num-
ber of people aged 75 to 84 will
increase by one third to 12.3 million,
and people over the age of 85 will

increase in number by nearly 70% to
4.9 million.

+ By 2040, there may be close to 13
million people over age 85 in the
United States, including 1.2 million
centenarians.

In 1990, 30,853 individuals in Lancaster
County, or 14.4% of the population,
were 60 years of age and over. Only
2.4% of the 60+ population were from
nonwhite ethnic backgrounds, 12.6%
experienced disability, 34.2% were over
the age of 75, and 7.4% had incomes
below poverty level. During the past ten
years, the country has experienced an
accelerating demographic shift toward
an older population with the greatest
growth in that direction among minori-
ties.

Nationally, one third of the total $1
trillion health care budget goes to
people age 65 and older. By 2030,
persons 65 years or older are projected
to account for 21% of the United States
population. In ten years, when the Baby
Boom generation begins qualifying for
Social Security, Medicare, and Medicaid,
the vulnerability to age-related diseases
will pose a significant challenge to
national, state, and local communities
as well as to families and individuals.
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Mental and physical health and
functional fitness status affect the
quality of life of older adults in Lan-
caster County more than any other
factors. This chapter will discuss infor-
mation and objectives related to physi-

cal activity and functional fitness, falls
and hip fractures, medication/substance
use, mental health issues, and the broad
category of preventive screenings and
health education.

Current Status and Trends

Physical Activity & Functional Fitness

Many studies demonstrate that exercise
can improve one’s physical condition
and extend life expectancy at any age.
Much of the physical frailty attributed to
aging is actually the result of inactivity.
Even very frail older adults residing in
nursing homes show improvement in
their abilities to perform activities of
daily living after participating in strength
training programs.

Exercise helps to tone muscles, which
improves balance and agility. It eases
tension, decreases stress, and reduces
depression. Regular exercise increases a
person’s functional fitness level, or
ability to perform activities of daily
living.

Exercise assists in preventing, alleviat-
ing, or managing chronic diseases, such
as cardiovascular disease, high blood
pressure, arthritis, osteoporosis, and
diabetes.

Weight-bearing exercise, and strength
training help to curb bone loss and in
some cases actually increase bone mass.

Falls and Hip Fractures

The consequences of falls with the
elderly are many. Eighty-seven percent of
fractures occur among people aged 65
years or older and are the second
leading cause of spinal cord and brain
injury. Half of all elderly adults hospital-
ized for a hip fracture cannot return
home or live independently after the
fracture. Osteoporosis is a major cause
of fractures.

The National Center for Injury Preven-
tion and Control states that factors

contributing to falls among the elderly
include dementia, visual impairment,
neurologic and musculoskeletal disabili-
ties, psychoactive medications, and
difficulties with gait and balance.
Environmental hazards frequently
contribute to falls. Examples of hazards
are slippery surfaces, uneven floors,
poor lighting, loose rugs, unstable
furniture, and objects on floors. For
people aged 65 and over, 60% of fatal
falls occur in the home.

Injuries resulting from falls will
continue as a leading cause of injury
until a comprehensive, multidisciplinary,
epidemiologically based prevention
effort is established and maintained.

Medication and Substance Use

Lyle Bootman, dean of Pharmacy at the
University of Arizona, reported to the
American Medical Association in 1995
that prescription drug problems — often
caused by patients not taking their
drugs properly — cost an estimated
$75.6 billion in medical bills and caused
119,000 deaths each year. A cost of
$47.4 billion was a result of 8.8 million
drug-related hospitalizations. (28% of all
hospitalizations).

Prescription drug related morbidity
and mortality represents a serious
medical problem that urgently requires
expert attention. Drug-related problems
include not following directions or
forgetting to take a drug, taking doses
that are too high or too low, being
prescribed the wrong drug, not being
prescribed a drug when one is needed,
and side effects ranging from rashes to
death.
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Older Americans compose 13% of the
population yet purchase almost 30% of
nonprescription drugs. In recent years
the use of herbal remedies and vitamins
has become more popular.

Prescription and over-the-counter
drugs are sometimes used inappropri-
ately with alcohol. This lethal combina-
tion has been referred to as a hidden
epidemic in our older population.
Ongoing education and individual
consultations explaining the purpose of
prescription and other drugs, side
effects, dosages, interactions, and
length of treatment are an important
way to begin conquering the “polyphar-
macy"” problem.

Since 1992, a collaborative effort has
been undertaken in Lancaster County to
have pharmacists review the medica-
tions of older adults in senior centers,
residential facilities, and other ap-
pointed places. A study of 878 pharma-
ceutical interventions in five rural areas
of Nebraska has also been completed.
These efforts have shown the value of
medication education and assessment in
preventing drug-related hospitalizations,
illnesses, and injuries. There is a need to
adapt and expand them to meet the
needs of a wider and more diverse
population.

The high cost of prescription medica-
tions is a major problem for many older
adults and is considered to be a public
health infrastructure problem.

Mental Health Issues

Over the last decade, a striking number
of articles in professional journals and
the public press attest to the high
prevalence of psychiatric disorders in the
nations’s elderly population. Depression
is not a normal part of aging, but in
1996 the National Mental Health Asso-
ciation reported that over 58% of Older
Americans think it is. Late-life depres-
sion affects some 6 million Americans,
but only 10% of these persons ever get
treated.

The National Center for Health

reported in 1993 that older people
(65+) make up the age at highest risk
for suicide. Older white males are at
greatest risk. Causative factors include
depression, alcoholism, losses (loved
ones, self-identity after retirement,
financial security, health, safety, inde-
pendence), social isolation, ageism, and
poor coping mechanisms. While depres-
sion, a major cause of suicide, has an
80% successful treatment rate, older
persons tend not to seek mental health
help.

The National Mental Health Associa-
tion reports that 68% of the 65+
population know little or almost nothing
about depression and only 38% believe
it is a health problem. Older individuals
are more likely than any other group to
"handle it themselves” and rarely seek
help from health professionals or others.

There is a drastic need for public and
professional education about aging and
mental health, including information to
dispel the negative myths of aging and
teach successful aging. Nonthreatening
depression screenings geared toward
older adults could help individuals
identify and deal with problems in their
early stages. Mental health professionals
trained to work with older adults and a
local comprehensive geriatric assess-
ment clinic would help to alleviate some
of the issues related to geriatric mental
health and cognitive decline problems.

Mental disorders were the fifth
leading cause of acute inpatient hospi-
talizations in Lancaster County in 1995-
96 and accounted for 7.2% of all
hospitalizations. Two of the 23 suicide
deaths reported in Lancaster County in
1996 were individuals 60 and over.

Preventive Screenings and
Health Education

Community-based health promotion and
disease prevention programs have
proven to be more effective if they are
developed in conjunction with the
population to be served. Many older
adults frequently seek out and benefit
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from such programs. Increased culturally
sensitive outreach efforts are needed to
meet the needs of persons with mobility
or access limitations or low income as
well as minority individuals known to be
most at risk of illness and injury.

Priority health education and screen-
ing areas relate to nutrition, mental
health, home and traffic safety, cardio-
vascular health, diabetes, and os-
teoporosis. The need for cancer screen-

ings, such as pap smears, mammogram,
and prostate, are addressed in other
parts of this document.

Older-adult health issues should be
addressed through multiple strategies:
education, counseling, screenings,
environmental enhancements, and
protective services. Preventing or post-
poning the diseases and conditions of
aging in older adults can result in
dramatic cost savings for the nation.

Health Disparities

Minority older persons are generally
identified as members of four non-
European populations: African Ameri-
can, Hispanic, Native American, and
Asian/Pacific Islander. Nationally, minor-
ity persons constitute the fastest grow-
ing segment of the elderly population.

In recent years Lincoln and Lancaster
County have seen growth in the older
minority population as well as an influx
of individuals from the former Soviet
Union, Bosnia, Iraq, and other countries.
A number of these individuals are 60
and older struggling to adjust to being a
refugee or immigrant, and in need of
culturally competent health services.

Ethnic and racial minority individuals
in Lancaster County have significantly
shorter life expectancies than non-
minorities. Rates of mortality and
morbidity for specific diseases vary
among the various groups.

Risk factors contributing to greater
morbidity and mortality among minority
elders include higher rates of smoking,
poor nutrition, inadequate housing, and
reduced access to or use of health care
and health promotion services. Despite

having more problematic health condi-
tions on average, older racial/ethnic
minority individuals are less likely than
nonminority elders to have health
insurance or to visit a doctor.

Barriers to health improvement for
certain ethnic groups include the
inability to speak or read English,
illiteracy in their native language, and a
lack of interpreters or bilingual health
care professionals. A lack of knowledge
about where and how to access needed
programs and services or difficulties in
using the services because of distance,
lack of transportation, or physical
impairment also exist.

Timidity, suspicion, or reluctance to
seek and accept help, possibly due to
past experiences with discrimination or
a concern about being labeled poor or
needy, is not uncommon. Older adults
who are members of racial/ethnic
minority groups are frequently involved
in family caregiving and are more
concerned about other aspects of their
lives than health unless they experience
a problem.
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Public Health Infrastructure

Several public health infrastructure
issues pertaining to older adults have
been identified. The high cost of
prescription medications is foremost
among these. The need for health care
professionals trained to work with the
expanding older adult population and
the need for a local comprehensive
geriatric assessment clinic are also
important infrastructure issues. Cur-
rently there are very few health care
professionals trained and experienced
in working with older adults. Individu-

als must travel to Omaha or elsewhere
to access a comprehensive geriatric
assessment clinic.

Increased outreach and efforts to
provide culturally competent health and
health promotion services to low income
and ethnic/racial minority older adults
identified as being most at risk for
illness and injury is also considered a
public health infrastructure issue.
Community health advocacy encompass-
ing a commitment to health-related
policy changes is necessary.

Recommendations

+ Advocate for Medicare/Medicaid
coverage of prescription medications
for all older adults.

Increase public awareness of issues
related to the high cost of medica-
tions and polypharmacy as it relates
to older adults.

Provide more consumer education
related to the proper us of prescrip-
tion and nonprescription medications,
alcohol and other drugs.

Disseminate more information related
to prevention and self-management
in the area of mental health and
mental health problems.

Recruit and train more geriatric
mental health practitioners.

Attempt to ameliorate negative
societal attitudes toward aging,
which contribute to lowered self-
esteem and high rates of depression.
Improve individual participation in
regular physical activity to improve
functional fitness and overall physical
and mental health.

*

*

*

*

*

*

¢ Increase outreach to low income and
minority older adults.

+ Plan and implement a local compre-
hensive geriatric assessment clinic.

+ Raise public awareness of older-adult
abuse issues.

+ Increase the number of interpreters
and bilingual health care profession-
als.

+ Increase participation in preventive
screenings and health education
programs, especially among low
income and minority older adults.

+ Increase the percentage of older
adults who receive flu and pneumo-
nia immunizations.

+ Decrease the incidence of osteoporo-
sis through education, screenings,
and assessments.

+ Decrease the number of falls resulting
in injury through public awareness
campaigns and home assessments.
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Related discussion
or indicators are
located in the
chapters on Chronic
Disease, Oral Health,
Nutrition and
Physical Activity, and
Chronic Disease.

Table 1

1.

Currently no data source.

U.S. Census data, 1990, special tabulation
on aging. Statistics obtained from Lifetime
Health/Lincoln Area Agency on Aging.
Lancaster County Injury Surveillance Data
(E-coded emergency room data), 1992-95.
Lancaster County Behavioral Risk Factor
Survey (BRFS), 1999.

Division of Adult and Community Health,
National Center for Chronic Disease
Prevention and Health Promotion, Centers
for Disease Control and Prevention,
Behavioral Risk Factor Surveillance System
Online Prevalence Data, 1995-98. 1998
national BRFS data from tabulation query:
<http://www?2.cdc.gov/nccdphp/brfs/
age.asp?cat=IM&yr=1997&qkey=2604&
state=US>

5.

Currently no data source. Efforts by
Lifetime Health, the Nebraska Pharmacists
Association, and local hospitals are
underway to develop a medication risk
assessment tool which could be used to
measure this indicator.

Currently no data source. Could be
obtained through a community survey tool.
U.S. Dept. of Health and Human Services,
Office of Public Health and Science,
Healthy People 2010 Objectives: Draft for
Public Comment, September 1998. 1995
data from the National Health Interview
Survey, (NHIS).

U.S. Dept. of Health and Human Services,
Office of Public Health and Science,
Healthy People 2010 Objectives: Draft for
Public Comment, September 1998.



Chronic Disease

Health objective for the year 2010: Improve the quality of life by
reducing premature death, disability, and the economic costs
associated with chronic diseases, especially cardiovascular diseases,

cancer, and diabetes.

Health Implications

The term “chronic,” as defined by
Taber’s Cyclopedic Medical Dictionary,
means “long, drawn out; of long dura-
tion; designating a disease showing little
change or of slow progression and long
continuance.” This is an apt description
of the three chronic diseases discussed
in this chapter: cardiovascular disease,
cancer, and diabetes mellitus. With
cardiovascular disease being the leading
cause of death in the United States,
cancer the second, and diabetes the
seventh, it is estimated that the morbid-
ity and mortality costs of these three
chronic conditions is more than $334
billion annually. This number does not
include reduced or lost productivity
costs for the working-age population.

It also cannot begin to reflect the
immense emotional cost in human
suffering incurred as a result of these
diseases. Research suggests that at

least half (and probably many more) of
these chronic-condition cases could be
avoided through the practice of lifelong
healthy behaviors, especially those
related to tobacco use, diet, and physi-
cal inactivity. The importance of making
healthy behaviors the norm throughout

life and for all populations cannot be
underestimated.

Cardiovascular Disease

Cardiovascular diseases account for
more than 40% of all mortality in the
United States. About one in four Ameri-
cans (nearly 59 million), have one or
more forms of cardiovascular disease
(CVD), including high blood pressure,
coronary heart disease, and cerebrovas-
cular disease. One in six men and one in
eight women aged 45 and older have
already had a heart attack or stroke.
Major modifiable risk factors for CVD
include high blood pressure, high blood
cholesterol, and tobacco use. Other
important risk factors are obesity,
physical inactivity, and diabetes. An
individual’s risk of developing CVD is
strongly correlated with the number of
risk factors that the person has. High
blood pressure increases the risk of
developing coronary heart disease by
two to four times and of having a stroke
by four to six times; high blood choles-
terol levels (greater than 240 mg/dL)
double the risk of developing coronary
heart disease. In 1994, 84% of adult
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Nebraskans reported having one or
more risk factors for CVD.

Modifying risk factors, such as
stopping tobacco use, lowering high
blood pressure, lowering high blood
cholesterol, reducing overweight and
obesity, increasing physical activity, and
controlling diabetes reduces the risk of
heart disease. Small changes can make a
big difference. Decreasing body weight
by only ten pounds can lower blood
pressure, and a 1% reduction in a
person’s total blood cholesterol level
can result in at least a 2% decrease in
the risk of developing heart disease.

Cancer

According to American Cancer Society
(ACS) estimates, 1,221,800 new cancer
cases would have been diagnosed in
1999, and approximately 564,800
people would have died of cancer
during the year. Cancers of the lung,
prostate, breast, and colon/rectum are
the four leading cancer sites for all
racial and ethnic populations in the
United States and together account for
more than 50% of all newly diagnosed
cancers.

The prospect of preventing and
surviving cancer continues to improve.
Perhaps 50% or more of cancer inci-
dence can be prevented through smok-
ing cessation and changed dietary
habits. The scientific evidence identify-
ing smoking as a cause of cancer has
been recognized for more than 30 years.
Evidence of a potential link between diet
and cancer has emerged over the past
decade and has progressed to the extent
that recommendations for prudent
dietary changes can now be made.
Among the dietary recommendations
are adequate dietary fiber, fat in mod-
eration, and an emphasis on the intake
of fruits, vegetables, whole grains, and
low-fat dairy products.

Diabetes

Diabetes, especially Type 2 diabetes
(previously called adult-onset diabetes),
and the complications associated with
diabetes, are substantially increasing
both in the United States and through-
out the world. An estimated 15.7 million
people (8% of the U.S. population) have
diabetes. This increase in the disease has
been especially prevalent in the minority
communities. In addition, the age of
onset for Type 2 diabetes has been
steadily decreasing and is now being
found in teenagers and preteens.
Diagnosis of Type 2 diabetes in teens
has been especially common among the
American Indian population but is
increasing among teens of all popula-
tions. The commonalities among these
teens — obesity and physical inactivity —
add to the ever-mounting evidence that
appropriate diet and adequate exercise
are paramount to good health and can
protect from chronic disease. It is
estimated that fully 45% of all diabetes
mellitus cases could be prevented
through control of obesity.

Diabetes is the leading cause of
nontraumatic amputations, blindness,
and end-stage renal disease. Cardiovas-
cular disease is the leading cause of
death among people with diabetes,
accounting for over half of all deaths in
this group nationally. Persons with
diabetes were six to ten times more
likely to be hospitalized for heart disease
or stroke than the nondiabetic popula-
tion. Early diagnosis, aggressive man-
agement, and treatment are critical to
maintenance of good health for those
with diabetes. Frighteningly, an esti-
mated one-third to one-half of people
with diabetes do not know they have
the disease. The need for ongoing public
education about signs and symptoms of
diabetes and screening for the condition
is an obvious public health necessity.



Chronic Disease

Current Status and Trends

Cardiovascular Disease

Over the past 20 years, the death rate
for cardiovascular disease has declined
by 46% in the United States. Dramatic
decreases in mortality due to coronary
heart disease and stroke were primarily
responsible for this overall reduction.
Changes in technological and medical
advances along with lifestyle and risk-
factor reduction contributed to the
decline. However, CVD is still the leading
cause of death, killing nearly as many
Americans as all other diseases com-
bined. Because approximately two-thirds
of heart attack patients do not make a
complete recovery and the majority of
stroke survivors are left with some
degree of impairment, CVD is also the
leading cause of limitation in physical
activity, of hospital bed use, and of
Social Security Disability claims.

The mortality rate in the general
population has declined significantly
over the past 35 years, with absolute
declines being greater in males than in
females. Contrary to the belief of many
women, cardiovascular disease, not
breast cancer, is the leading cause of
death among women.

Although stroke death rates have
been decreasing, the decline among
African Americans has not been as
substantial as the decline in total
population, even with improvements in
the detection and treatment of high
blood pressure. The National Center for
Health Statistics estimates that the
average American can expect to live 5.5
years longer today than was the case
even 30 years ago, and nearly 4 years of
that gain in life expectancy can be
attributed to our progress against CVD,
including coronary heart disease and
stroke.

In Nebraska 3,269 deaths resulted
from coronary heart disease in 1993.
The mortality rate for that year (85.6 per
100,000 population) was down from the
1987 baseline of 114 per 100,000
population. Age-adjusted mortality data
for heart disease show substantial
differences between racial and ethnic
groups across the state. Mortality rates
were much higher for Native Americans
and African Americans than for Whites
in Nebraska. Rates for Asian Americans
and Hispanics were much lower.

The improvements made in diagnosis
and treatment of CVD are remarkable,
however; positive lifestyle behaviors
remain critical to cardiovascular health
and the prevention of heart disease.
Obesity and sedentary lifestyles are
becoming more common among all
sectors of the American population,
including school-age children, for whom
heart disease prevention efforts may be
most effective.

In addition, personal responsibility for
knowing blood pressure and cholesterol
levels cannot be overemphasized. In
Nebraska, the majority of respondents in
the Behavioral Risk Factor Surveillance
System Report (BRFSS), 92%, stated
they had their blood pressure checked
within the past two years. The propor-
tion of adult Nebraskans who have ever
been told they have high blood pressure
has remained fairly stable, ranging from
20% to 22% between 1987 and 1995. In
Lancaster County, an impressive 70% of
the population reported having had a
blood pressure check within the past six
months. The 1995 Nebraska BRFSS also
reports that 67% of respondents indi-
cated having their blood cholesterol
checked, with another 31% saying they
have never had it checked. In Lancaster
County, 67% of the population reported
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having a blood cholesterol checked in
the past five years. However, among the
minority population, only 50% reported
following this screening recommenda-
tion.

Cancer

Of the 250 million Americans now
living, about 75 million will develop
cancer at some time in their lives.
Cancer may strike at any age but is more
common in older persons. Overall, 70%
of cancer deaths occur in the age group
65 years and older. Research has shown
that many cancers can be prevented or
cured if they are detected and treated in
the early stages of the disease. Average
survival time for people with cancer is
also increasing, although survival rates
vary among population subgroups by
type of cancer and by stage of the
disease at the time of diagnosis.

The potential for reducing cancer
incidence and mortality through preven-
tion and early detection strategies
appears to be great. Diet is believed to
be responsible for approximately 30—
40% of all cancer deaths, smoking at
least 30%. Even though progress has
been made in reducing the percentage
of adult smokers since the 1964 Sur-
geon General’s Report on Smoking and
Health, 23% of the adult population still
smokes, and the greatest percentage of
decline has been in men. More women
will be battling lung cancer than men at
the start of the twenty-first century
unless a sharper decline in the number
of women who smoke occurs. Lung
cancer mortality rates continue to
exceed the mortality rates for breast
cancer in women. In contrast, white
males, who have reduced or stopped
smoking, have begun to experience a
decline in lung cancer incidence.

In Nebraska and Lancaster County,
approximately 21% of the adult popula-
tion uses tobacco. While the percentage
of adult tobacco users has remained
relatively constant for the past few

years, the incidence of youth tobacco
use has continued to increase. The 1997
Nebraska Youth Risk Behavior Survey
(YRBS) reports that 39% of 9th-12th
grade youth used tobacco in the past 30
days prior to the survey. The Lancaster
County YRBS reports 38% of youth,
more girls than boys, using tobacco in
the past 30 days prior to the survey.
Roughly one-third of the youth that
continue to use tobacco will die of a
tobacco-related illness.

In Lancaster County, nearly 57% of
new cases of cancer are found in the
prostate, breast, lung, and colon or
rectum. Lancaster County men are more
likely to develop cancer and more likely
to die from the disease than are women.
This is consistent with national trends.
In the United States, men have a one in
two lifetime risk of developing cancer;
for women the risk is one in three. For
Lancaster county men, the prostate is
the leading site for new cancer cases,
but lung cancer is the leading cause of
cancer deaths. In women, the breast is
the leading site of new cancer cases and
breast cancer is also the leading cause
of cancer mortality, followed closely by
lung cancer. This differs from national
trends in which more women die from
lung cancer than breast cancer. In an
average year, 94 Lancaster County
residents die of lung cancer, 42 die of
colorectal cancer, 38 women die of
breast cancer, and 22 Lancaster County
men die of prostate cancer.

Diabetes

There are approximately 80,000 new
cases of diabetes diagnosed each year in
the United States. According to the
Nebraska Behavioral Risk Factor Surveil-
lance System (1995-96), approximately
135,000 Nebraskans currently have
diabetes, although only about one-half
of them have been diagnosed. The
Centers for Disease Control estimate
that, each year in Nebraska, diabetes
contributes to an average of 345 ampu-
tations, 83 cases of kidney failure, and
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241 cases of blindness. It causes long-
term reduction in activity for 21,178
residents. The rate of diabetes-related
mortality for minority populations is
substantially higher than the rate for the
white population in Nebraska and the
United States. In Nebraska, diabetes-
related mortality rates per 100,000
population from 1989 through 1993 for
Hispanics (50.5), African Americans
(70.1), and Native Americans (138.1) far
exceeded the rate for Whites (32.3).

The statistics on the two major
controllable factors in the prevention or
management of diabetes, obesity, and
physical activity are dismal. The preva-
lence of overweight in children and
adults in the state and country has been
rising over the last decade. More than
one-third of adult Americans are cur-
rently overweight. Among minorities,
this figure reaches nearly 50%. The
incidence of overweight in children has
become epidemic, with one in five

children currently overweight or obese.
The Nebraska BRFS reports that about
28% of adults were overweight in 1994,
Since 90% of diabetes cases are Type 2,
it is estimated that about 45% of all
diabetes mellitus cases could be pre-
vented through control of obesity.

Moderately vigorous physical activity
accumulated over the course of the day
can also lower the risk for Type 2 diabe-
tes. Nationally, 23% of persons with
diabetes reported having no leisure-time
physical activity (as defined as physical
activity lasting thirty minutes or more
per session five or more times per
week). The Nebraska rate was also 23%,
and Lancaster County had a rate of 19%
of people with diabetes who did not
participate in leisure-time physical
activity. However, the percent of persons
with diabetes that reported participation
in weekly physical activity was 23%
nationally, 21% for Nebraska, and
32.5% for Lancaster County.

Health Disparities

Major disparities exist for minority and
low-income population groups, with a
disproportionate burden of death and
disability from the three major chronic
diseases addressed in this chapter
weighing on them. The difference
between the races represents a monu-
mental challenge in understanding the
reasons for these differences. Addition-
ally, it affords a unique opportunity to
lower morbidity and mortality rates
while increasing survival rates in these
population subgroups.

Significant factors that must be
addressed when discussing health
disparities involve access issues. These
include access to early disease detection
through health screening exams, access
to health care, and access to appropri-
ate follow-up treatment resources. This
holds true for cardiovascular disease,
cancer, and diabetes. In addition,

barriers related to language and culture
impact, often negatively, the health
status of the individual.

Cardiovascular Disease

An interesting picture emerges when
viewing national heart disease data. The
mortality rate from CVD (1995) shows
that African Americans have a 40%
higher CVD mortality rate than the
White population, whose disease
mortality rate is 40% higher than the
Asian population. Disparities extend to
risk factors of CVD including hyperten-
sion and high cholesterol levels. Women
who have had a heart attack have
poorer health outcomes in general than
males. CVD management barriers
include delayed diagnosis and treatment
implementation for heart disease.

Stroke mortality is another facet of
CVD. The African American population is
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affected more by stroke than any other
population subgroup in the United
States. Age-adjusted stroke mortality is
almost 80% higher in African Americans
than in Whites and about 17% higher in
males than in females. Moreover, age-
specific stroke mortality is higher in
African Americans than in whites in all
age groups up to age 84 and higher in
males than females throughout all adult
age groups.

Cancer

Disparities exist in both mortality and
incidence rates for cancer. Statistics
show that African-American men and
women have higher age-adjusted
incidence and mortality rates for many
cancers and lower survival rates than do
Whites for all but six of 25 primary
cancer sites. For men and women
combined, African Americans have
about a 35% higher cancer death rate
than Whites. In Nebraska, this trend in
cancer mortality among African Ameri-
cans continues to be higher than the
rates for people of all other races or
ethnic origins for the 1988-92 time
period. The incidence of cervical cancer
is higher in both Hispanic and Vietnam-
ese populations than in the white
population nationally.

Prevention and early detection can
drastically reduce the risk of death from
cancer. The complete lack of any screen-
ing exams, not being screened regularly,
and limited access to follow-up treat-

ment are reasons for the higher mortal-
ity rate from breast cancer in the Afri-
can-American community than among
White women. Hispanic, American
Indian and Alaska Native, and Asian and
Pacific Islander women have low rates of
screening and treatment, limited access
to health facilities and physicians, and
barriers related to language, culture,
and negative provider attitudes. Elimi-
nating these differences is vital and will
be the focus of attention on the na-
tional as well as the local level.

Diabetes

The prevalence of diabetes is greater in
ethnic minority populations including
African American, Hispanic, Native
American, and Asian groups. Further-
more, these populations are also at
greater risk of associated complications
of the disease. Factors such as poor
nutrition and poor or nonexistent
participation in an exercise regimen
influence the onset of diabetes. Another
major contributor to this disparity
involves the lack of access to educa-
tional, preventive, and control programs
for diabetes. This, in turn, affects
diagnosis identification, thus escalating
the incidence of disease severity. Each of
these factors impacts the other, creating
a vicious cycle. By identifying and
tracking reasons for disparity in diabetes
health outcomes, specific areas of
program deficiencies can be targeted.

Public Health Infrastructure

The ability to reduce morbidity and
mortality from chronic disease depends
in part on the existence and application
of many types of resources. First, the
means to provide information to the
public and to health care professionals
on prevention, early detection, and
treatment is essential. For example,
although prostate is the leading site of
new cancer cases in Lancaster County

and the rate of prostate cancer among
African American men is double that of
the general population, few resources
are dedicated to public awareness and
screening for this cancer.

Second, there must be systems for
providing patients with access to
appropriate and effective treatment.
Third, the mechanism for maintaining
continued research progress and for
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fostering new research is crucial. These
needs can only partially be met with the
network of chronic disease control
resources currently in place. Gaps in the
network exist, and it is imperative that
these gaps in the transfer of informa-
tion, optimal practice patterns, research
capability, and other areas be recog-
nized and filled to meet chronic disease
prevention and control needs.

With research suggesting screening
as a significant preventive measure for
most types of chronic disease, the
screening guidelines must be considered

an essential component to health care.
Primary care providers along with public
and private agencies must work to-
gether to develop and implement
screening protocol for identification of
risk indicators, risk reduction manage-
ment, and closer collaboration with
patients. In addition, the health depart-
ment and community will need to
identify resources that will allow high-
risk population groups access to these
essential screenings and treatment
services if we are to have an impact on
eliminating health disparities.

Recommendations

Aggressive educational efforts, directed
to both the public and health profes-
sionals, about the necessity of practicing
lifestyle behaviors that prevent chronic
diseases must be amplified and main-
tained.

¢ Public educational efforts should be
intensified regarding the effectiveness
of screening using consistent guide-
lines.

+ Health screenings for high blood
pressure, high blood cholesterol,
diabetes, colo/rectal cancer, prostate
cancer, and breast and cervical cancer
(mammography and pap tests) must
be made routinely available to the
community and especially to those
populations at greatest risk.

+ A community-wide and comprehen-
sive approach to reducing the rate at
which children start to use tobacco,
to expanding and enhancing cessa-
tion efforts, and to protecting the
public from exposure to secondhand
smoke must be adopted and imple-
mented.

+ Physicians and other health care
providers must routinely counsel their
patients on the importance of smok-
ing cessation, healthful diet, and
physical activity.

+ A comprehensive campaign to pro-
mote a healthful diet including at
least five fruits and vegetables a day,
high fiber, whole grains, and low-fat
dairy should be instituted through a
partnership of agencies and associa-
tions.

+ An aggressive promotion of physical
activity through existing programs
and through further development of
partnerships and programs would
help make physical activity a part of
the community culture.

+ Promote consistent and age-appropri-
ate and educational-level-appropriate
chronic disease prevention education
and interventions at schools,
churches, and worksites.

+ Ensure access for all to health care
through identification of gaps in
service, collaboration among agencies
to fill the gaps and remove barriers,
and utilization of the Mobile Health
Clinic where appropriate.

+ Promote and implement educational
campaigns in a manner that is cultur-
ally sensitive and language appropri-
ate.

+ All persons with diabetes should
receive an annual dilated eye exami-
nation, semiannual foot examination,
and annual glycosylated hemoglobin
(GHb) assessment.
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Related discussion
or indicators are
located in the
chapters on Older
Adults, Tobacco Use,
and Nutrition and
Physical Activity.

Table 1

1.

10.
. Lung cancer defined as ICD codes 162.2-

11

12.

13.

Currently no data source.

U. S. Department of Health and Human
Services, Office of Public Health and
Science, Healthy People 2010 Objectives:
Draft for Public Comment, September
1998.

Cardiovascular disease defined as ICD
codes 401-405 (hypertension), 410-414
(ischemic heart disease), 420-429 (other
heart disease), and 430-438 (cerebrovascu-
lar disease).

Lincoln-Lancaster County Health Depart-
ment, Vital Statistics, 1998.

Currently no data source. Could be
obtained from the Vital Statistics data at
the Nebraska Health & Human Services
System.

Coronary heart disease defined as ICD
codes 402, 410-414, and 429.2.

U. S. Department of Health and Human
Services, Office of Public Health and
Science, Healthy People 2010 Objectives:
Draft for Public Comment, September
1998. 1995 data from the National Vital
Statistics System.

Stroke defined as ICD codes 430-438.
Nebraska Health and Human Services
System, Vital Statistics Report, 1998.
Centers for Disease Control and Prevention,
National Center for Health Statistics,
“Births and deaths: Preliminary Data for
1998,"” National Vital Statistics Reports, vol.
47, no. 25, October 1999.

Cancer defined as ICD codes 140-208.

162.9.

Nebraska Health & Human Services System,
Nebraska Cancer Registry, 1997.

Breast cancer defined as ICD code 174.

14.

15.
16.
17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

Colorectal cancer defined as ICD codes
153.0-154.3, 154.8, 159.0

Prostate cancer defined as ICD code 185.
Diabetes defined as ICD code 250.

Percent of adults who have been told by a
health professional that they have high
blood pressure.

Lincoln-Lancaster County Health Depart-
ment, Behavioral Risk Factor Survey, 1999.
Nebraska Health and Human Services
System, Dept. of Regulation and Licensure,
Behavioral Risk Factor Surveillance System
Report, 1995-1996.

Division of Adult and Community Health,
Center for Chronic Disease Prevention and
Health Promotion, Centers for Disease
Control and Prevention, 7997 BRFSS
Summary Prevalence Report.

Percent of women who have not had a
hysterectomy who have had a Pap test
within the preceding three years.

Division of Adult and Community Health,
Center for Chronic Disease Prevention and
Health Promotion, Centers for Disease
Control and Prevention, 7998 BRFSS
Summary Prevalence Report.

It is unfortunate that prostate exam
screening data is not available from the
standard national behavior health surveys.
This data could be collected locally through
a community health survey.
Lincoln-Lancaster County Health Depart-
ment, Behavioral Risk Factor Survey, 1989.
U.S. Dept. of Health and Human Services,
Office of Public Health and Science,
Healthy People 2010 Objectives: Draft for
Public Comment, September 1998. 1993
from the National Health Interview Survey.
Percent of adults who have been told by a
doctor that they have diabetes.



Oral Health

Health Objectives for the Year 2010: Improve oral health status and
decrease morbidity and mortality related to oral health problems.

Health Implications

More than half of all children aged 5 to
17 and 99.5% of Americans aged 65
and older have had cavities in their
teeth. Millions of people in the United
States have developed periodontal
disease, and more than 17 million
people nationwide have lost all their
teeth." Oral diseases that include dental
caries, periodontal disease, and tooth
loss afflict more persons than any other
single disease in the United States and
result in needless pain and suffering;
difficulty speaking, chewing, and
swallowing; increased costs of care; loss
of self-esteem; decreased economic
productivity through lost work and
school days; and, in extreme cases,
death.? For many people, the appear-
ance of badly decayed and missing teeth
and gum disease has prevented the
opportunity for employment.

In addition, oral and pharyngeal
cancer, which affects primarily adults
older than 55, results in the diagnosis of
30,000 new cases annually, significant
morbidity and disfigurement associated
with treatment, substantial cost, and
8,000 deaths annually. The five-year
survival rate for this cancer is 52%, and
it is more common than leukemia,
Hodgkin’s disease, and cancers of the
brain, cervix, ovary, liver, pancreas,
bone, thyroid gland, testes, or stomach.

Oral and pharyngeal cancer is the tenth
most common cancer found among U.S.
men and the fourteenth most common
among U.S. women.?

Poor dental health is particularly
detrimental to children because it
affects their nutrition, growth and
development, and ability to learn.
Dental disease has also had a significant
impact on economic productivity
through lost work and school days. In
1989, more than 164 million hours were
missed from work (an average of 1.48
hours per employed U.S. adult), and
nearly 52 million hours of school were
lost (1.17 hours missed per child)
because of dental treatment and prob-
lems.2

Infections in the mouth can enter the
blood stream and harm major organs.
One example is bacterial endocarditis, a
condition in which the lining of the
heart and the heart valves become
inflamed resulting in a 50% mortality
rate.* The presence of oral disease can
jeopardize any organ transplantation
and dental treatment of oral diseases
can result in an infection of the heart.
Infections can also travel to artificial
knee, hip, and shoulder joints and
complicate bone marrow transplanta-
tion. Poor mouth care can also contrib-
ute to oral cancer.
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Recent studies suggest that periodon-
tal disease, an infectious disease, may
present a systemic challenge for preg-
nant women, increasing their risk of
delivering a pre-term low-birth-weight
baby. More than 60% of mortality
among infants without anatomic or
congenital defects is attributable to pre-
term low birth weight. The social and
economic burden associated with pre-
term low birth weight is enormous;
about $1.5 billion was spent in the
United States in 1981, with most of the
money allocated to tertiary care rather
than prevention.®

Research has also demonstrated an
association between periodontal disease
and an increased risk of coronary heart
disease and stroke. Research has indi-
cated that the bacteria that build up on
people’s teeth are also capable of
creating blood clots. Studies have

shown that people with periodontal
disease have about twice the usual risk
of dying from heart disease. Researchers
have suggested that the body’s reaction
to the bacteria may cause harm through
the long-term, low-grade infection of
periodontal disease, which causes the
body to produce a steady supply of
potent toxins. Given lengthy exposure,
these toxins could be involved in the
development of diabetes and other
diseases.

Unfortunately, many people consider
oral health separate from their general
health. But with this view can come
complex, expensive, and even life-
threatening emergencies. Just as poor
oral health can lead to poor general
health, poor general health can lead to
poor oral health. More than 90% of
systemic diseases have oral manifesta-
tions.®

Current Status and Trends

Although the prevalence of dental caries
has declined dramatically among school
children during the past 30 years, it
remains the most common infectious
disease of U.S. children. More than one-
half of all children aged 6-8 and two-
thirds of all 15-year-old adolescents
continue to experience dental decay.’
Sixty percent of adolescents have gum
disease.®

Among parents reporting their
children’s unmet health care needs, 57%
reported unmet dental needs — nearly
five times the number reporting the
need for eyeglasses.® Twice as many
parents claimed unmet desires for their
children’s dental treatment as for their
medical care.'® Nearly one-third of the
cavities in children aged 6-8 have not
been repaired — a higher percentage
today than ten years ago.” Fewer chil-
dren visit a dentist before entering
kindergarten today than ten years ago,

despite widespread understanding that
tooth decay starts before two years of
age.’

While the overall oral health of adults
is improving, dental caries, gingivitis,
and periodontal disease continue to
affect many adults. A national survey
spanning the years 1988 to 1991 found
that 94% of adults with one or more
teeth had experienced decay on the
enamel surfaces or crowns of their
teeth, and 25% had experienced decay
on the root surfaces of their teeth.
Nearly half of all employed Americans
between 18 and 64 years of age and
more than 50% of older adults between
65 and 74 years of age had experienced
gingivitis and periodontal disease.*
Approximately 44% of elderly adults no
longer have their natural teeth."

Although $50.6 billion was spent for
dental care in the United States in 1997,
a majority of Americans don’t have
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dental insurance. According to the
Health Care Financing Administration,
47% of dental services were paid for
out-of-pocket. Only 4.4% of dental care
expenditures were from public funds,
with most of it (roughly 4% or $2
billion) being from Medicaid."?

Lack of dental insurance affects
dental-care utilization and oral health
status. Forty-eight percent of people
without private dental insurance did not
have a dental visit in the last year,
compared to 28% with insurance who
did not have a dental visit."> Even when
high-risk groups have dental Medicaid,
they may not receive needed dental
care. More than 80% of the 21.1 million
Medicaid-eligible children did not
receive preventive dental services.?

Unfortunately, dental care is an
optional service for adults in the Medic-
aid program. Vulnerable adult popula-
tion groups have even greater difficulty
accessing dental services: the homeless,
homebound, elderly, minorities, unin-
sured, medically compromised or

disabled, as well as low-income persons
with HIV.

By 2008, an estimated $93 billion will
have been spent on dental services."
However, there are proven, effective
methods to reduce dental caries and
disease. Community fluoridation is the
single most effective and efficient
means of preventing dental caries in
children and adults, regardless of
education and income. A 1996 study by
the Centers for Disease Control and
Prevention showed that for every dollar
spent on fluoridating public water
systems, $80 was saved in dental
treatment costs. While the city of
Lincoln has optimally fluoridated water,
only 20% of the community water
supplies in Lancaster County are fluori-
dated.

Children living in nonfluoridated
communities frequently benefit from
other fluoride sources, such as school-
based fluoride rinse programs, profes-
sionally applied topical fluorides, and
use of fluoridated toothpastes and
mouthrinses. In Lancaster County 90%
of schools in communities without an
optimally fluoridated water supply
participate in a school-based fluoride
rinse program. However, not all of the
children in these schools elect to partici-
pate in the program, nor do the school
programs reach children under five years
of age.

Sealants have proven to be the most
effective means of preventing pit-and-
fissure caries (80-90% of dental caries in
children). The widespread use of seal-
ants could have a dramatic effect on
decreasing the incidence of dental caries
in children. Sealants, however, are
underused and public awareness of
sealants is low.
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Health Disparities

Almost all Americans have been affected
by oral diseases; however, poor and low-
income persons, members of racial and
ethnic minority groups, and persons
with little education are particularly at
risk and experience higher disease levels.
Eighty percent of dental caries found
in children are concentrated in 25% of
children aged 5-17."* Americans for
whom the burden of oral disease is
greatest often have the most difficulty
gaining access to the dental-care sys-
tem. Low access has been correlated
with low income, minority status, non-
English family language, low education
levels, and inner-city or rural residence.
In spite of having higher documented
levels of dental disease and treatment
needs, members of low-income house-
holds and minority populations histori-
cally have used fewer dental services
than their more affluent and
nonminority counterparts. Data indi-
cates that poor children have 37% fewer
dental visits than nonpoor children.*
Among children ages 6-8, 72% of
Native-American/Alaskan Native chil-
dren, 50% of Hispanic children, 34% of
Black children, and 31% of all children
experience untreated dental decay."
Recent reports also show that dental
caries are a significant health problem
for U.S. preschool-aged children. An
estimated 5-10% of preschool-aged
children have baby bottle tooth decay,
or early childhood caries, a severe form
of tooth decay. The percentage is even
higher in certain populations: survey
results show that 20% of children from
families with low incomes and 43% of
children in some Native-American
populations have baby bottle tooth
decay/early childhood caries."
Preventive oral health services and
health promotion initiatives have been
primarily directed towards the young.
However, researchers, dental health
experts, and professionals in the fields

of health promotion and aging are
beginning to recognize the importance
of focusing attention on the oral health
needs of the expanding older adult
population. More older adults are
keeping their teeth later in life. But, at
the same time, recent studies have
disclosed that the overall dental health
status of older adults is not good, and
that poor oral health is a barometer for
general health problems in this popula-
tion. For the growing proportion of
American elders who do have teeth,
dental and oral problems are a leading
cause of discomfort, impaired quality of
life, and serious (even fatal) disease
among older Americans. Oral bacteria
can and do initiate life-threatening
diseases elsewhere in the body, such as
in the lungs and heart. Fortunately,
recent research has also determined that
the oral health and quality of life of
older adults can be maintained and
improved through oral disease preven-
tion and health promotion. The extent
of tooth loss in individuals is used as a
measure which reflects not only the
prevalence of caries and periodontal
disease, but also the availability and use
of appropriate professional and commu-
nity preventive services.'®

Despite a general reduction in tooth
loss in the adult population, 25% of
Native-Americans and Alaska Natives
aged 35 through 44 have fewer than 20
natural teeth; among those aged 55 and
older, nearly 75% have fewer than 20
natural teeth.

Most young adults have some degree
of gingivitis. From 1988 to 1994, 48% of
adults aged 35-44 had gingivitis.*
Prevalence of gingivitis is high among
Hispanics, Native-Americans, and adults
with low incomes. The prevalence and
severity of periodontal disease increases
with age and varies by socioeconomic
status. The prevalence of periodontal
disease is higher than the national
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average among Native-Americans and
Alaska Natives, adults with less than a
high school education, and migrant
workers.*

Only about half of the people with
oral or pharyngeal cancer survive more
than five years. People who do survive
frequently face significant functional
problems, disfigurement that decreases
quality of life, and an increased risk of
developing new oropharyngeal cancers
as well as other types of cancer. Minori-
ties experience the worst outcomes. For
example, African-Americans have a

much poorer five-year survival rate for
oral and pharyngeal cancer than whites
(31% vs. 55%).* Yet, African Americans
are less likely than whites to make
preventative dental visits. Tobacco use,
especially when combined with heavy
alcohol use, is the major risk factor for
more than 75% of oral and pharyngeal
cancer in the United States."”” Therefore,
early detection and prompt treatment
combined with the cessation of risky
behaviors greatly increase the probabil-
ity of long-term survival.

Public Health Infrastructure

Even when oral health is acknowledged,
many consider it separate from their
general health. What many people do
not know is that oral health is health.
The condition of the mouth reflects the
condition of the body and can help
dental and medical care providers
identify many serious diseases. Apart
from taking a thorough medical history
and checking blood pressure, dentists
and dental hygienists see signs in the
mouth that mirror systemic conditions
or diseases in the body, and given the
increasing evidence that periodontal
disease is a significant risk factor for
pre-term pregnancy/low birth weight,
cardiovascular disease, and other
systemic diseases, oral health can no
longer be ignored and should be consid-
ered an essential component of total
health care.

Access to dentists must parallel access
to physicians, and the medical and
dental health care providers must
collaborate more closely with patient
care and risk reduction management of
oral and systemic diseases.

Through a stronger collaboration of
health professionals with schools and
community-based programs and with
greater emphasis on education, we must
end misconceptions about oral health.
We must raise our children to view oral
health as an integral part of overall
health because who we are and what
we believe begins in childhood.

Medical and dental care providers will
need to work collaboratively to develop
essential screening protocol for the
identification of risk indicators and to
advocate for resources to assure high-
risk population groups have access to
the essential screening and treatment
services.

Although we have oral health data
and surveillance on a national level,
state and local efforts lag far behind. If
our community is to have a significant
impact on identifying and eliminating
oral health disparities, we must develop
and implement a quality system for
gathering and reporting oral health data
and information.
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Recommendations

+ Develop and implement school and percentages of children qualifying for

community education programs,
consumer-oriented brochures, and
educational materials to increase
awareness of specific methods for
preventing and controlling dental
caries, gingivitis, periodontal disease,
oral soft-tissue lesions, and cancer
and for reducing risk for cardiovascu-
lar and other systemic chronic dis-
eases. Target the educational efforts
and materials to the most vulnerable
or high-risk population groups, such
as the low-income, the least edu-
cated, racial and ethnic minorities,
immigrants, the developmentally and
medically compromised or disabled,
the elderly, and the uninsured. Efforts
to reach these high-risk population
groups should include nontraditional
approaches and outreach.

Develop and implement school-based
and preschool-based dental screen-
ings, referrals, and treatment services
for high-risk children. Presently, a
school-based dental screening and
referral program is being imple-
mented in the Lincoln Public Schools
and the Headstart and Early Interven-
tion programs, with high-risk children
being targeted with the Mobile
Health Clinic and transportation
services, but the programs must be
expanded to include rural and paro-
chial schools and other preschool
programs.

Develop and implement school-based
dental sealant programs for high-risk
children. Target schools with high

the Free/Reduced Meals Program. Our
school-based services have been more
reactive to the emergency and priority
needs of our children, but we must
begin to take a proactive approach
with the placement of sealants for
preventing tooth decay.

Develop and implement community-
based dental screenings, referrals,
and treatment services for at-risk
adult population groups. Preventive
oral health services and health
promotion initiatives have been
primarily directed toward the young.
Dental resources for adult services are
limited and are more targeted toward
addressing dental emergencies.
Resources are needed for routine and
regular dental care for high-risk
population groups to gain adequate
employability.

Develop and implement standard
screening and follow-up protocol
among medical and dental health
care providers for the identification of
risk indicators and risk-reduction
management of oral and systemic
diseases. Target pregnant mothers
using services through Women,
Infants, and Children program (WIC)
and the High-Risk Infant Program.

+ Target school personnel, community

leaders, and parents with educational
programs that focus on the benefits
of water fluoridation, the use of
topical and systemic fluorides, and
school-based rinse programs.

Table 1 2. Currently no data source. Could be

-~ Currently no data source. obtained through community surveys,

1. U.S. Dept. of Health and Human Services, community screening programs, or
Office of Public Health and Science, development of a community surveillance
Healthy People 2010 Objectives: Draft for system for the topics.

Public Comment, September 1998.
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Related discussion
or indicators are
located in the
chapters on Tobacco
Use, and Nutrition

and Physical Activity.

10.

11.

U.S. Dept. of Health and Human Services,
Office of Public Health and Science,
Healthy People 2010 Objectives: Draft for
Public Comment, September 1998. 1988-
1994 data from the National Health and
Nutrition Examination Survey.

Nebraska Department of Health and
Human Services, Drinking Water Section,
December 1999.

Nebraska Department of Health and
Human Services, Dental Program, Decem-
ber 1999.

U.S. Dept. of Health and Human Services,
Office of Public Health and Science,
Healthy People 2010 Objectives: Draft for
Public Comment, September 1998. 1992
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National Maternal and Child Oral Health
Resource Center, Health Resources and
Services Administration, Public Health
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Human Services, in collaboration with the

Children’s Dental Health Project, May 1998.

34% of children aged 2-4 and 53% of
children aged 12-17 had a dental visit
during the past year.

Lincoln-Lancaster County Health Depart-
ment, Behavioral Risk Factor Survey, 1999.
Division of Adult and Community Health,
National Center for Chronic Disease
Prevention and Health Promotion, Centers
for Disease Control and Prevention,
Behavioral Risk Factor Surveillance System
Online Prevalence Data, 1995-98. 1996
Nebraska BRFS data from tabulation query:
<http://www?2.cdc.gov/nccdphp/brfss/>
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Healthy People 2010 Objectives: Draft for
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Access To Health Care

Health Objectives for the Year 2010: Improve access to comprehensive,
high quality health care across a continuum of services.

Health Implications

Access to health care has long been
viewed as “a given” in terms of the basic
rights and privileges of the American
people. However, not all Americans have
had the luxury of health insurance, a
family physician, or the resources
available to them to obtain appropriate
and timely medical care. The number of
Americans without health care access
was small enough in the early part of
the twentieth century that it was not
viewed as a significant health care issue.
Beginning in the 1980s, though an ever-
increasing number of Americans found
themselves in the very vulnerable
position of being uninsured or under-
insured. “Access to health care” moved
steadily to the forefront of public health
issues, the lack of it preying upon our
most vulnerable populations: children,
pregnant women, and the elderly.

In 1996, it was estimated that 15.6%
of the U.S. adult population was unin-
sured." Similarly, the number of children
lacking health care coverage was also
skyrocketing, with an estimated 24% of
the children in the United States without
insurance coverage.? The same year in
Nebraska at least 8% of the population
were without insurance.?

Access to a medical “home” has
significant health implications. An
established relationship between a

patient and physician can decrease
confusion and the duplication of costly
services. Introduction of preventive
health screenings and continuity of care
is more likely to happen in a setting of
doctor-patient familiarity.

Sadly, children are significantly
affected by the lack of access to health
care. No or little insurance coverage
means that children often are not
appropriately immunized and may not
obtain routine well-child exams. They
are most often seen by a health care
professional only when they are ill.

Access to health care in a timely and
appropriate manner has significant
implications for individuals’ immediate
and long-term health. Delaying treat-
ment for an acute condition often leads
to a more complicated and costly
resolution. Furthermore, delaying
routine care for chronic health ailments
can significantly affect the long-term
health and vitality of the individual.
Inability to participate in routine health
screenings (such as a prostate cancer
test, mammography, pap smear, or
blood pressure monitoring) may signifi-
cantly delay the detection of serious
health conditions, such as cancer,
hypertension, and heart disease.*
Reimbursement for routine preventive
health screening has not been a regular
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practice. In fact, the insurance industry
has long practiced a policy emphasizing
coverage for illness care over preventive
care. Recent studies have suggested that
screening is a significant preventive
measure for most types of chronic
disease. Seeking early care as well as
ongoing health monitoring can signifi-
cantly and positively impact the health
of those with chronic disease.> Such
practices should reduce the number of
hospitalizations and emergency room
visits caused by chronic health prob-
lems. A positive trickle-down effect on
quality of health and life does result
when health care is ongoing and good
health practices are encouraged. These
screening guidelines and recommenda-
tions can no longer be ignored. Screen-
ing questions and education regarding
lifestyle risks are commonly overlooked
in the time crunch of the office visit. An
individual seeking medical help is
frequently provided care for “that
problem” and only that problem.

Emergency-care access for acute life-
threatening situations can significantly
impact the outcome of such medical
emergencies. Access to emergency care
includes the communities’ available
Emergency Medical Services (EMS)
resources, transport travel time, and
established, well-equipped hospitals and
trauma centers. Furthermore, this
accessability needs to be unencumbered
by an individual’s financial or insurance
status and service providers’ payment
policies.

The issues of health care access are
not limited to “the working poor.”
Insurance coverage, once a common
employment benefit, is no longer a
given because of dramatic cost in-
creases. Many employers have changed
health care coverage and plans, opting
for less coverage, higher deductibles,
and so forth. The average cost of
insurance for a family of four is $3,000-
6,000 annually. There are 6,404 business
establishments located in Lincoln and
Lancaster County. Seventy percent of

these businesses have fewer than ten
employees.® The number of part-time
employees and temporary staff making
up the work force has grown rapidly
and consistently. These individuals are
often ineligible for health insurance. As
insurance costs have continued to climb,
many employees opt to “take a chance,”
playing a dangerous and costly game of
foregoing the purchase of health
insurance. Meeting monthly financial
obligations including rent, utilities, and
food costs takes precedence over the
purchase of health insurance coverage.
They bank on the fact that they haven’t
had a health problem recently and
anticipate that this status will simply
continue, sometimes ignoring the signs
and symptoms of chronic ill health.

An unmet insurance deductible, lack
of a health plan, or the simple fact that
a health crisis will necessitate an un-
planned expense act as barriers to care.
Lack of transportation, pharmacy
services, necessary laboratory services,
translation assistance, medical insurance
or assistance, referrals to specialists as
well as availability of specialists are all
components of problems related to
health care access.

The lack of a “health benefit” pack-
age affects the completion of appropri-
ate treatment. Many people avoid
seeking care for an acute illness (such as
bronchitis) due to the cost. Often times
an individual is able to pay for the office
visit to the physician. A problem arises,
however, if any additional interventions
are needed. A patient who receives a
tentative diagnosis of pneumonia may
leave a clinic with instructions to obtain
a chest x-ray and lab work at one
location, proceed to a pharmacy at yet
another location, and return to the first
clinic, all before the end of the day.
Obtaining an x-ray for the definitive
diagnosis or purchasing one or more
prescriptions is frequently beyond the
individual’s financial ability. Thus,
appropriate implementation of the
prescribed plan of care is voided due to
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prohibitive costs or the fact that no
benefit package exists for the patient.
Whether or not these instructions are
followed will significantly impact the
initial course of treatment, additional
care, and perhaps future health prob-
lems.

The stigma surrounding mental
health continues to this day. Delays in
seeking treatment and care for mental-
health illnesses are common. As a crisis
situation emerges, access to care is
found at the emergency room. While
appropriate, the crux comes at the time
of discharge when follow-up and case
management is most needed but often
unavailable. Mental-health resource
development is needed in those areas
that are underserved. Lancaster County
has been identified by the federal Health
and Human Services agency as having a
shortage of mental health care provid-
ers.’

Millions of Americans suffer from
diseases and conditions of the oral
cavity that result in needless pain and
suffering, and difficulty speaking,
chewing, and swallowing; loss of self-
esteem; lost wages and productivity
through absenteeism from work and
school; and in extreme cases, death.
Americans for whom the burden of oral
disease is greatest often have the most
difficulty gaining access to the dental-
care system. Access to needed services is
critical to eliminate the disparities in oral
diseases that are found among members
of racial and ethnic minority groups,

children from low-income families, and
children whose parents have less than a
high school education.

Dental health care coverage through
a dental insurance program is limited.
Reports indicate that access to dental
care is an issue of increasing prevalence,
not only nationally but on a state and
local level as well. Medicaid recipients
have found it difficult, if not impossible,
to access dental care in Lincoln and
Lancaster County.

Not all is bleak however! Access to
health care has improved. Actions
implemented by our community as a
direct result of the Healthy People 2000
objectives related to health care access
included the development of a volunteer
physician network, the MAC (Medicaid
Access to Care) program, Access Medic-
aid, Kids Connection, and the purchase
and implementation of services provided
with the Mobile Health Clinic. Neverthe-
less, barriers to health care access
persist. These include access to health
services, pharmacy services, radiological
exams, and translation and transporta-
tion services.

Those at risk for health problems
ranging from diabetes to hypertension
to cancer in all population subgroups
need to be identified. Further, being
able to determine if these at-risk popula-
tions are currently being screened for
disease sets in motion a planned agenda
for early diagnosis and intervention
through screening in a variety of clinical
settings.

Current Status and Trends

The issue of access to health care
emerged in the 1980s, becoming a
public health issue during the next
decade. As a result of this rather recent
trend in access to care, the amount of
data available has been sparse. A major
emphasis needs to be placed on data
collection related to access to health

care. Standardization of the tracking
and reporting of data is vital to the
long-term health of the public.

Those most likely to lack access to
health care are single heads of house-
holds (predominately female) with
children under the age of five years,
children, single adults under the age



Among adults 18 to 64 years of age:

7% were unable to see a doctor when needed
during the past year, due to cost.

31% had not visited a doctor for routine
checkup within the past year.

30%  did not have a source of ongoing
primary care.

10% did not have health insurance or health
care coverage of any kind.

Among those adults without health insurance:

28%  were unable to see a doctor in the past
year due to cost, and

47.2% had not visited a doctor for a routine
checkup within the past year.

List 1: Health care
access among
adults 18 to 64
years of age in
Lancaster County,
1999.!

of 65, women, and those belonging to
an ethnic or minority group including
African Americans, Native Americans,
Latino/Hispanics, and Asian/Pacific
Islanders. The number of female single
heads of households with dependent

children more than doubled between
1970 and 1990.%°

Changes within our community that
have had an impact on health care
include the merger of two hospitals, the
emergence of independent outpatient
surgical centers, the implementation of
legislatively mandated Medicaid Man-
aged Care as well as the penetration of
managed care to the population at
large. The change in management of
physician practices from that of an
independent nature to ownership by
businesses and insurance corporations
has evolved. An additional issue is the
availability of primary care physicians
within the city. There are 481 physicians
in the Lincoln community. Three quar-
ters of these are specialists, leaving 25%
to provide primary care services to the
entire Lincoln and Lancaster County
population. Approximately 75% of the
primary-care providers will see patients
receiving Medicare benefits."

Health Disparities

Disparity in access to care most affects
young adults between the ages of 18
and 24.

Disparities in access to care related to
ethnic and minority status persist.
Twenty-nine percent of the ethnic
minority population in Lancaster County
is not covered by any kind of health
plan, compared to 8.5% of the Cauca-
sian population.™ Cultural sensitivity
affects the health care received by many
individuals, particularly in those popula-
tions experiencing disparities related to
their ethnic or minority status. In a 1993
survey, it was learned that the lack of
English-speaking skills prevents approxi-
mately 23% of the population from
receiving health care services. This is
significant to the Lincoln area, as
Lincoln is the largest resettlement site in
Nebraska for refugees. Lancaster County
is among the top three counties in the
state with the highest percentage’s of

population made up of minorities." An
issue brought to light by these popula-
tion changes is the need for competent
translation services in the community.
This includes not only the need for
accurate translation from foreign
languages to English but also the return
of information to patients from English
to their languages. Translators need to
know medical terminology to enhance
the communication between the medi-
cal professional and the patient.
Chronic diseases significantly impact
the health status of ethnic and minority
populations. While being at significant
risk for chronic diseases such as diabe-
tes, coronary heart disease, and various
forms of cancer, these populations are
least likely to have access to health care
or be aware of the need for screenings.
Awareness, understanding, identifica-
tion, and adoption of preventive health
screenings for these populations most at



B-50 Access to Health Care

risk is vital. Education of medical profes-
sionals from the student to the practitio-
ner in the community is imperative. Only
through a concerted effort will we be
able to reach those vulnerable popula-
tions with early detection, intervention,
and treatment, thus improving the
health status of millions of Americans,
Nebraskans, and Lincolnites. Education
on cultural sensitivity to health care
providers must continue and be incorpo-
rated into all aspects of educational
programs. Recruitment of medical-
school candidates from a variety of
cultures can enhance the medical
profession in terms of education,
information, and the practice of cultural
sensitivity.

Whether one is enhancing the knowl-
edge of professionals on issues related
to cultural sensitivity, access to health
care, disparities related to health care,
or the incorporation of screening
mechanisms to detect disease states
early on, education is the key. Further-

more, education of consumers is crucial,
for in this regard they become active
participants in determining their health-
care status, choices, and options.

In summary:

+ The racial/ethnic minority population
is 3.5 times more likely not to be
covered by any kind of health plan
(29%) than the white population
(8.5%).

* In 1996,17.2% of the racial/ethnic
minority population reported not
accessing care in the prior year
because of cost vs. 8.5% of the white
population reporting the same.

+ Native Americans were most likely to
report that they needed to see a
doctor but could not see one because
of cost (31.6%).

+ Of the population surveyed, 23%
reported that their lack of English-
speaking skills prevented them from
receiving health care services.™

Public Health Infrastructure

Program Development

Existing service types that have met with
success, such as the MAC program,
Medicaid Managed Care, and Indigent
Care, need to be expanded. New meth-
ods of delivering health care need to be
considered such as providing care within
neighborhoods. To achieve success, it is
imperative that consumers be consulted.
Identifying key members of the commu-
nity to provide input, (on the type,
location, hours of service delivery, and
so forth) and be involved in the process
is crucial. Open communication between
those lacking access to health care and
those trying to eliminate the disparities
related to health care access is vital.
Assessment of existing data, data
collection resources, and future needs
must be identified. Establishment of
baseline data in many areas is needed.
These include:

+ the proportion of patients in a
medical practice who are routinely
screened for major lifestyle risk
factors, including diet, tobacco use,
alcohol or drug use, exercise, sexual
practices, contraception use;

+ the number of individuals in the
general population who have basic
routine screening exams (including
blood pressure, blood sugar, mammo-
gram, prostate, and pap smear); and

+ the proportion of children 18 years of
age and under who have a specific
source of primary care.

Educational programs targeting con-
sumers as well as providers on the
subjects of cultural sensitivity, screening
programs, and health disparities must
be expanded. The number of programs
directed at educating the general
population regarding mental health
problems should also be increased.
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Recommendations

*

*

*

Conduct the Minority Behavioral Risk
Factor Survey (MBRFS) every three
years.

Train health professionals to address
disparities. Medical education facili-
ties will require their staff to receive
ongoing education on health dispari-
ties, focusing on the areas of disease
prevention, health promotion, minor-
ity health, women’s health, and
geriatrics. In addition, a mandatory
curriculum focused on cultural
competence should be established for
all medical students (including, but
not limited to, those who will become
physicians, physician assistants,
nurses, nurse practitioners, lab
technicians, physical therapists,
occupational therapists, speech
therapists, and audiologists). Recruit-
ment of candidates from a variety of
cultures can enhance the medical
profession in terms of cultural infor-
mation, education, and sensitivity.
Collect data about and assess the
reasons for late entry to prenatal
care.

Assess the proportion of Lincoln
Lancaster County residents who do
not have access to a source of pri-
mary care. Analyze the findings and
recommend strategies to increase
access to primary care.

*

Collect data to identify neighborhood
health care needs and income level.
Develop, promote, and increase the
use of neighborhood-based clinics for
well-child care, adolescent care,
primary care, mental health services,
prenatal care, parent education,
prevention education, and dental
care.

Convene a task force to study dental-
care access.

Conduct a mental health survey of all
youth and adults.

Increase the number of competent
bilingual staff in health care settings.
Publish and distribute newsletters
related to health issues in different
languages.

Develop public education spots in
other languages for cable-access
television (and radio).

Develop a Quality Management
Monitoring Program for outpatient
surgical centers, wound centers,
dialysis centers, and other outpatient
medical care facilities for the purpose
of assuring quality of services to all.
Develop a community plan to address
language translation resources for
improving access to health care.
Develop a community transportation
advisory committee to study the
impact of transportation on access to
care.
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Related discussion Table 1 11. National developmental objective is to

or indicators are
located in the
chapters on Maternal

and Child Health, Healthy People 2010 Objectives: Draft for 12. U.S. Dept. of Health and Human Services,
Oral Health, Public Comment, September 1998. Office of Public Health and Science,
Nutrition and 2. Lincoln-Lancaster County Health Dept., Healthy People 2010 Objectives: Draft for
Physical Activity, and Behavioral Risk Factor Survey, 1999. Public Comment, September 1998. 1995
Immunization and 3. Nebraska Health and Human Services, data from National Health Interview Survey.
Communicable Nebraska Behavioral Risk Factor Surveil- 13. Behavioral Risk Factor Survey data, 1999.
Disease. lance System Report, 1995-96. Emergency rooms are not included as an
4. U.S. Dept. of Health and Human Services, appropriate source of primary care.
Office of Public Health and Science,
Healthy People 2010 Objectives: Draft for List 1
Public Comment, September 1998. 1996 1. Behavioral Risk Factor Survey data, 1999.
data from National Medical Expenditure
Panel Survey. Narrative sources
5. Lincoln-Lancaster County Health Dept., 1. Nebraska Health Information Project 1997
Minority Behavioral Risk Factor Survey, Databook.
1994. 2. U.S. Bureau of the Census, March 1998,
6. U.S. Dept. of Health and Human Services, 1997, 1996 current population survey.
Office of Public Health and Science, 3. Nebraska Health and Human Services
Healthy People 2010 Objectives: Draft for System, Behavioral Risk Factor Survey,
Public Comment, September 1998. 1996 1995-96.
data for African-American (75.2%) and 4. C. Hafner-Eaton, “Physician utilization
Hispanic (64.9%) populations. disparities between the uninsured and
7. Currently no data source. Populations with insured,” JAMA 269, 1993, pp. 787-92.
“special health care needs” should include 5. Nebraska Diabetes State Plan 1997-2000,
children, pregnant women, the geriatric pp. 9-11.
population, and persons with disabilities. 6. Nebraska Department of Economic
8. Currently no data source. Could be Development, 1996 data.
measured through a community survey 7. Nebraska Health Data Report.
tool. 8. Special Public Health Report, an Update,
9. U.S. Dept. of Health and Human Services, Women'’s Health in Lancaster County.
Office of Public Health and Science, 9. U.S. Dept. of Health and Human Services,
Healthy People 2010 Objectives: Draft for Office of Public Health and Science,
Public Comment, September 1998. 1994 Healthy People Draft 2010 Objectives,
data from National Health Interview Survey. September 1998. MEPS data.
10. Can probably be calculated from BRFS data. 10. Lancaster County Medical Society, Septem-
“Basic screening exams” should include ber 1999.
regular screening exams for blood pres- 11. Lincoln-Lancaster County Health Depart-

1.

Currently no data source.
U.S. Dept. of Health and Human Services,
Office of Public Health and Science,

sure, blood sugar, mammogram, prostate
exam, and pap smear test.

increase medical personnel training to
address health disparities; currently no
data source.

ment, Minority Health Survey in Lincoln,
Nebraska, 1994.



Safe Food

Health Objectives for the Year 2010: Reduce the incidence of
foodborne illness and assure the public is provided safe wholesome

food.

Health Implications

Major changes in the food system,
including a growing at-risk population;
declining safe food- preparation prac-
tices, an increasingly diverse industry
and global food supply, newly emerging
pathogens; and changes in the con-
sumer lifestyles are placing Americans at
greater risk of foodborne illness.’ Some
of the pathogens of greatest concern
today (e.g., Campylobacter jejuni,
Escherichia coli 0157:H7, Listeria
monocytogenes, Cyclospora
cayetanensis) were not recognized as
foodborne illnesses in the 1970s.

Foodborne illness can occur in people
of all ages, but it is of special concern in
the very young, immunocompromised,
and older populations. Infants and
toddlers are highly susceptible to
dehydration caused by foodborne
illness. For immunocompromised and
older populations, especially those with
underlying chronic health conditions,
foodborne diseases can be life-threaten-
ing. The number of elderly and
immunocompromised people who are at
greater risk is increasing.

In milder forms, foodborne illness
symptoms can include vomiting, fever,
cramps and/or diarrhea which may last
for several hours. In more virulent
forms, such as botulism, infection by

Escherichia coli 0157:H7 or Listeria, or
chemical poisoning, foodborne disease
can be fatal.

Three categories of hazards are
responsible for foodborne illness,
commonly referred to as “food poison-
ing” by both the public and the medical
community: biological (i.e., bacteria,
viruses, parasites); chemical (pesticides,
cleaners, heavy metals); and physical
(hair, glass, metal particles)."

Biological hazards pose the greatest
threat to food safety and compose the
vast majority of reported foodborne
illnesses. Biological hazards can be
subdivided into foodborne infections
and foodborne intoxications.

A foodborne infection is an illness
that results from eating food that
contains harmful live microorganisms,
which then often grow and reproduce in
the human intestinal system. Common
examples of bacterial foodborne infec-
tions are Escherichia coli 0157:H7,
Salmonella, Campylobacter, and Listeria.
Parasitic microbes are Giardia and
Cryptosporidium. Hepatitis A and the
Norwalk virus cause viral infections.

A foodborne intoxication (poisoning)
is an illness that results from eating
food that contains poisons or toxins.
lllness may result from natural toxins
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found in certain plant leaves, roots,
fruits, grains, mushrooms, or fish.
Disease can also result from the inges-
tion of foods contaminated with micro-
organisms that produce toxins. Common
sources of foodborne toxins are Escheri-
chia coli 0157:H7, Staphylococcus
aureus, Clostridium botulinum, and
Bacillus cereus.

Basic preventive measures are encour-
aged by LLCHD through inspections and
educational efforts, thereby reducing the
likelihood of foodborne iliness from
biological hazards. Basic preventive
measures include using food only from
approved sources; good personal hy-
giene; preventing cross contamination;
and the proper heating, cooling, thaw-
ing, and storing of food.

Although less common, chemical
hazards arise from the improper use of
pesticides, cleaning chemicals, additives,
preservatives (e.g., sulfites and Monoso-
dium Glutamate), and heavy metals. Of
course, chemical and metal products
should be used only as specified on the
label and only for intended purposes.

Physical hazards may arise from faulty
or deteriorating utensils and equipment
or from improperly inspected incoming
food items in a food establishment.
Physical hazards can come from poor
food handling practice if the food
handlers are wearing jewelry, false
fingernails, chipping fingernail polish, or
adhesive bandages.

A key to the prevention of illness in
food establishments is a sound inspec-
tion and education program that
identifies the “critical items” most
closely associated with foodborne
iliness.

A strong public education program
can bolster protection of the public
health through safe food handling
procedures used at home, private
parties, nonprofit gatherings, and many
volunteer-run food-service operations.
Consumer education activities should
include culturally sensitive material
relevant to all groups of people, includ-
ing members of various ethnic groups
and individuals with increased suscepti-
bility to foodborne illness.?

Current Status and Trends

On January 25, 1997, President Clinton
announced a Food Safety Initiative (FSI)
with the single mission “to reduce the
incidence of foodborne illness to the
greatest extent possible.” Major changes
in the food system and consumer
lifestyles were placing Americans at
greater risk of foodborne illness; there-
fore, the FSI acknowledges that these
changes present increasing challenges
to the nation's food-safety system. The
federal government’s food safety
agencies, the Food and Drug Adminis-
tration (FDA), the Centers for Disease
Control (CDC), U.S. Department of
Agriculture (USDA), and U.S. Environ-
mental Protection Agency (EPA), are
working together on the FSI.

The FDA sets and enforces standards
for composition, quality, nutrition,

labeling, additives, sanitation, and
safety of foods sold in interstate com-
merce, except for meat, eggs, and
poultry. The CDC is not a regulatory
agency, but it works with regulatory
agencies during outbreak investigations
to determine the origins of contami-
nated food and the reasons for the
outbreak.

In 1993 the FDA implemented a new
model food code, which has been
updated biennially. Requests for
changes in the FDA code come from
both regulators and the food industry
and are reviewed at the Conference for
Food Protection.

In 1997 Nebraska adopted the 1995
FDA model food code with some
modifications. Revisions to the State
Food Code were adopted in 1999. The
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Lincoln Food Code adopts the State
Food Code by reference.

The USDA regulates the slaughtering
of animals and processing of meats
(except seafood) as well as the quality of
perishable agricultural commodities. The
EPA registers pesticides for use on food
products, sets acceptable limits for
pesticide residues, and registers sanitiz-
ing agents.

Federal regulation is primarily aimed
at food processing and interstate
transport. State departments of health
or agriculture, or local health depart-
ments, have primary responsibility for
inspecting and providing educational
services to food establishments.

LLCHD has local authority within the
three-mile limit of Lincoln for its food-
establishment permitting and inspection
program. LLCHD requires permitting of
all food managers and handlers. All
employees in a Lincoln food establish-
ment must have either a food manager
or food handler permit. Every establish-
ment must employ at least one permit-
ted food manager. The food handler
permitting program has evolved over
the years to include training and testing
for five levels of permits.

LLCHD Environmental Health Special-
ists (who make inspections) assure that
any critical-item violation at a food
establishment is quickly corrected. They

provide on-the-spot education for the
operator regarding the seriousness of
the violation and the importance of
preventing any reoccurrence.

Locally, consumer education in safe
food preparation and handling is an
activity of University of Nebraska and
Lancaster County Cooperative Extension
personnel, with the support of LLCHD.

Nationally the trend is toward in-
creasing diversity in the food industry,
which is characterized by a large, highly
diverse population of employees; a high
rate of employee turnover; language
and literacy barriers; and nonuniform
systems among the states for training
and certifying workers.?

Due to the extremely low unemploy-
ment rate in Lincoln, the local food-
service industry continues to have
difficulty finding and keeping employ-
ees. Turnover of staff not only stresses
the remaining staff, it creates a training
and public health issue as new employ-
ees are hired and quickly put to work.
Establishments that take the time to
assure proper training and competency
have a large investment in their workers
and they realize that providing safe food
is essential. Local code requires a food-
service employee to get a food handler’s
permit within the first 30 days of work.
However, additional training and over-
sight by the person in charge of the
food establishment is critical in prevent-
ing foodborne illness.

A local trend is toward more and
expanding “farmer’s markets.” In
Nebraska a produce farmer can sell fresh
produce without a permit. The farmer’s
markets have also traditionally included
"homemade” products, such as
nonpotentially hazardous baked goods.
But farmer’s markets are expanding in
number, size, and the diversity of
products sold. This creates an ever-
changing situation which needs moni-
toring to keep up with the changes as
they appear. Lincoln restricts the food
products sold to “nonpotentially hazard-
ous foods"” approved by the depart-
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ment, unless the product is commer-
cially produced in a permitted facility.
Regular inspections at the markets and
required food-vendor training both
serve to increase the safety of these
homemade products served to the
public.

Another trend in food service is the
increasing number of temporary food
stands at more frequent events and
festivals, which creates additional food
safety and sanitation concerns. These
temporary food establishments can
prepare food on site and they often
serve large numbers of people in a very
short time period. Hot and cold food
holding, proper cooking, hand washing,
fly control, general sanitation and
employee hygiene and health are all
important issues that must be moni-
tored at these short-term events.

The CDC estimates that each year
there are 76 million cases of foodborne
illnesses in the United states, 13.8
million from known pathogens. An
estimated 325,000 hospitalizations and
5,020 deaths annually are attributed to
foodborne illness.*

Four bacteria — Salmonella, Campylo-
bacter, Escherichia coli 0157:H7, and
Listeria — are considered the most
important known causes of foodborne
disease in the United States.

LLCHD has investigated several large
foodborne illness outbreaks over the
past five years. LLCHD forms an “Epi
Team” to investigate and work through
the events of an outbreak as soon as
one is identified. In Lancaster County
the LLCHD epidemiological surveillance
and investigation of foodborne illness
are done by the Epi Team, including the
Health Director, Environmental Health
Food Team, the Epidemiologist, Public
Health Nursing staff and Health Promo-
tion and Outreach representatives. The
following are a few of the investigations
the Epi Team has worked on over the
past five years.

In May 1995, 169 people developed

Salmonella gastroenteritis from barbe-
cued pork prepared by an unlicensed,
out-of-county caterer. The cause of this
outbreak was improper cooking tem-
peratures, improper cooling, and
insufficient reheating of frozen pack-
aged pork. This pork was sold to hosts
of 13 wedding and graduation parties,
two of which were in Lancaster County.

In December 1995 Bacillus cereus and
the toxins it produced caused a
foodborne outbreak at a manufacturing
company'’s catered Christmas party.
Approximately 100 of the 240 employ-
ees reported that they became ill. Both
the fried chicken and roast beef were
implicated by the statistical analysis and
then confirmed through laboratory
testing of the leftover food. Inadequate
cooking or improper holding tempera-
tures were implicated.

In January 1997 a banquet attended
by 205 people reported a number of
people ill. Lab results of tested leftover
food confirmed that the roast beef was
contaminated with Clostridium perfrin-
gens. The food establishment used an
improper cooling procedure, allowing
the growth of this pathogen.

In September 1997 Giardia was
confirmed by laboratory analysis to have
caused an outbreak affecting 181 out of
267 UNL marching band members who
had consumed ice water from large
insulated containers. One or more
students who were ill with Giardia
contaminated the water by dipping used
cups directly into the coolers. The
contaminated water then spread the
organism.

In June of 1999 over 100 people
became ill following a catered retire-
ment party at the State Capitol. Ne-
braska State Health and Human Services
determined that the cause was the
foodborne calici (Norwalk) virus.

In October 1999, Staphylococcus
enterotoxin caused a foodborne out-
break in two separate day-care facilities
that had the pizza delivered for lunch.
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Salmonella
Listeria
Toxoplasma
Norwalk-like Virus
Campylobacter
E.coli 0157:H7

Table 2: CDC’s
estimatation of
total foodborne
illnesses,
hospitalizations,
and deaths.

Total Total Total
illnesses hospital deaths
9.7% 26.4% 30.7%
0% 3.8% 27.6%
0.8% 41% 20.7%
66.6% 32.9% 6.9%
14.2% 17.3% 5.5%
0.5% 3.0% 2.9%

Seven adults and two children had
diarrhea and nausea within two hours
of eating their lunch. The illnesses were
reported to LLCHD and the cause was
confirmed through laboratory testing of
the leftover pizza.

Success in reducing the incidence of
foodborne illness is difficult, owing to
the change in epidemiology of
foodborne diseases, increased demand
for fresh foods year round, and the
appearance of emerging pathogens in
new products.® In addition, changes in
the current surveillance systems may
modify the resulting incidence rate. For
example, if the identification and
reporting of a certain infection is
improved, its’ numbers may increase.
However, the majority of foodborne
iliness is viral and often not easily
confirmed by current laboratory testing.
It therefore remains unidentified.

The costs of foodborne illness,
including medical care and lost produc-
tivity, are staggering. The USDA esti-
mates that the medical costs and
productivity losses for seven specific
foodborne pathogens range between
$6.5 billion and $34.9 billion annually.
Total costs for all foodborne illnesses are
likely to be much higher. Furthermore,
this estimate does not include the total
burden placed on society by the chronic
illness caused by some foodborne

pathogens.® Loss of business and
lawsuits are the major cost factors, but
loss of income for victims and infected
food handlers is considerable. The costs
of foodborne illness impact society
directly or indirectly every day.

As the year 2010 approaches, tradi-
tional agents of foodborne illness are
expected to continue posing consider-
able health risk. In response to this
concern, the food-processing industry
and the FDA are taking steps to reduce
foodborne illness. For example, in the
1990s poultry processing came under
increased scrutiny since it was estimated
that 10% of all foodborne disease
(primarily Campylobacter and Salmo-
nella) was associated with poultry
consumption. Poultry processing proce-
dures have been modified to reduce
contamination of the meats and the
rates of Salmonella and Campylobacter
have subsequently been declining in the
1990s. Although the use of irradiation
as a method to reduce the numbers of
bacteria on poultry was approved by the
FDA in May 1990 and has industry
support, it has yet to be accepted by
consumers. Acceptance of irradiation in
food processing should significantly
reduce the likelihood of disease trans-
mission.

As the dietary habits of the public
change, most likely so will the agents of
foodborne iliness. For example, there
has been an increase in the variety and
quantity of fresh fruits and vegetables
demanded, many of them imported. At
the same time, the traditional meal
prepared from raw ingredients and
served at home is much less common
today than in the past. Demand is
moving to restaurant, takeout, and
convenience foods, such as
microwaveable and frozen foods.
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Health Disparities

Within some ethnic communities, there
are traditional foods and preparation
processes that increase the likelihood of
possible foodborne illness.
Underreporting of illnesses due to
factors such as access to health care
may occur. Thus the effect of traditional
ethnic foods and food preparation
techniques on foodborne illness rates is
difficult to evaluate. Often when people
come from an area where refrigeration
is not commonly available or used, it is
thought to be unnecessary or just not
considered.

Some foods not common in the
United States must be studied to deter-
mine potential health risks. An example
is Balut eggs, sold in some Asian mar-
kets. These are incubated eggs that are
removed from incubation a few days
before hatching and then maintained at
room temperature.

Restaurants and grocery stores
specializing in ethnic foods are increas-
ing. These establishments are patronized
both by members of their own ethnic
community and an increasing number of
nonminority customers who enjoy a
diversity of foods. Most of the food sold
in such stores is imported.

Nationally there has been a signifi-
cant increase in the number of foods
imported into the United States. Trade
agreements such as North American
Free Trade Agreement (NAFTA) have

further enhanced this trend. However
the present resources for inspection and
sampling of the imported foods has not
kept up with demand. The probability is
then higher that the imported food has
been processed in a way that is not
equal to United States’ standards.
Because a majority of this food is
consumed by racial and ethnic minori-
ties, this trend could cause an increased
probability for foodborne ilness in
certain communities. Some examples of
ways imported food can be substandard
include lead seams in canned goods,
improper storage temperatures during
food processing and transportation, and
lead in candy from Mexico. The FDA and
U.S. Customs are increasing efforts to
improve inspections of facilities that
export food to the United States and
inspections of imported foods at ports
of entry.

Current demand for employees in the
food industry provides a significant
employment opportunity for newly
immigrated peoples. Training newly
immigrated food handlers can be
challenging not only because of lan-
guage differences, but in also changing
already known food-handling practices
that were commonly accepted in immi-
grants’ homelands, or in their homes,
but are not acceptable in food establish-
ments under the Food Code.

Public Health Infrastructure

LLCHD's Food Program provides inspec-
tion, technical assistance, and educa-
tional activities in Lancaster County.
Community input on the program is
provided by the Food Advisory Commit-
tee, compsed of both industry and
citizen representatives. All inspectional

statistics and permitting information is
maintained by either LLCHD or the
Nebraska State Department of Agricul-
ture. Complaint and foodborne illness
report data are kept by LLCHD.
Epidemiological surveillance and
investigations of foodborne illnesses are
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performed by the LLCHD Epi Team
including the Health Director, Environ-
mental Health Food Team, the Epidemi-
ologist, Public Health Nursing Staff, and
Health Promotion and Outreach repre-
sentatives. Food is regulated by federal,
state, and local agencies. The regula-
tions are revised on a regular basis —

generally every two years — to keep
current. LLCHD policies and procedures
will be maintained to assure adherence
to policies reviewed by the local Food
Advisory Committee and approved by
the Board of Health. A community
survey should be completed to provide
data on the indicators selected.

Recommendations

+ Continue the inspection of all food
establishments and food facilities
according to applicable codes (retail
stores, processors, and warehouses).
Emphasize critical items.

+ Implement an electronic inspection
system.

+ Promote ongoing education of food
establishment management on
proper food sanitation and safety
practices.

+ Continue to require food manager
and food handler education and
testing as well as providing ongoing
seminars and printed information.

+ Expand food handler/manager
education and permitting require-
ments to include farmer’s markets,
temporary food establishments, and
event/festival markets.

+ Expand consumer education on food
safety issues in cooperation with the
state and Lancaster County Extension
Services.

+ Develop a foodborne disease surveil-
lance program and establish a medi-
cal committee to address foodborne
disease.

+ Maintain a proactive group of indus-
try and public representatives to
address current food protection
problems.

+ Research the feasibility of a chemical
and biological monitoring program
(random sampling).

* Promote chemical use awareness.

+ Continue the “Hazard Analysis Critical
Control Point” (HACCP) approach,
focusing on menu items that epide-
miological evidence has shown are
most likely to cause foodborne
disease if mishandling occurs.

+ Provide consultative visits annually to
high-risk establishments (“high risk
being determined by the type of
foods prepared or the history of the
food establishment”).

+ Mandate food-handler permits for
childcare providers.

+ Assure regular routine inspections of
nursing homes and residential care
facilities.

+ Promptly investigate all reported
cases of foodborne illness and acti-
vate the epidemiological response
team as necessary.

+ Develop a random food sampling
program especially focused on
imported foods.

+ Implement risk-based inspections.

+ Educate emergency room doctors and
care providers on foodborne illness
and the importance of testing and
reporting.
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Related discussion
or indicators are
located in the
chapters on Public
Health Emergency
Management, and
Immunization and
Communicable
Disease.

Table 1

1.

10.

11

Currently no data available.

U.S. Dept. of Health and Human Services,
Office of Public Health and Science,
Healthy People 2010 Objectives: Draft for
Public Comment, September 1998.
Lincoln Lancaster County Health Depart-
ment, Communicable Disease and Epi
sections. Incidence rates are shown for
both 1998 alone and for the three year
period of 1996-1998 (14.9 for salmonella
and 11.9 for Campylobacter (11.9/
100,000).

Nebraska Health and Human Services
System, Public Health Assurance, Commu-
nicable Diseases Section. 1998 data
provided by program staff.

U.S. Dept. of Health and Human Services,
Office of Public Health and Science,
Healthy People 2010 Objectives: Draft for
Public Comment, September 1998.
Preliminary 1997 data from active surveil-
lance at FoodNet sites.

Currently no data available. Could be
obtained through a community survey.
U.S. Dept. of Health and Human Services,
Office of Public Health and Science,
Healthy People 2010 Objectives: Draft for
Public Comment, September 1998. 1998
data from the Food Safety Survey (FSS),
FDA, planned for use every two to three
years.

Common data source for local and state
data on safe food handling at Food
Establishments: Nebraska Department of
Agriculture (NDA) data on Food Service
(restaurant) facilities (01" classification
only).

Lincoln-Lancaster County Health Depart-
ment. LLCHD analysis of NDA data on Food
Service facilities inspected July 1, 1998 to
June 30, 1999.

Currently no data available, but probably
obtainable from NDA, Food Inspections
section.

NDA, Food Inspections section.

. Data is available, but tabulations are under

development. Data will come from LLCHD
analysis of raw NDA data on Food Service

12.

facilities inspected from July 1, 1998 to
June 30, 1999. Food temperature violations
are defined with codes: 81-2272.15, 3-
401.11, 81-2272.16, 3-402.11, 3-403.11,
81-2272.19, 81-2272.20, 81-2272.21, 81-
2272.22, 81-2272.23, 81-2272.26. Personal
Hygiene Violations are defined with codes:
2-301.11, 81-2272.08, 2-302.11, 2-303.11,
2-304.11, 2-401.11, 81-2272.11, 3-301.12,
81-2272.10.

Lincoln-Lancaster County Health Depart-
ment. LLCHD analysis of NDA data on Food
Service facilities inspected July 1, 1998 to
June 30, 1999. Average number of “Notice
of Violation” and “Food Enforcement
Notices” given for violation of Food
Handler (average of 20 notices) and Food
Manager (average of 7 notices) permit
requirements, per 1000 regular inspec-
tions.

Table 2

1.

Paul S. Mead, Laurence Slutsker, Vance
Dietz, Linda F. McCaig, Joseph S. Bresee,
Craig Shapiro, Patricia M. Griffin, and
Robert V. Tauxe, Centers for Disease Control
and Prevention, “Emerging Infectious
Diseases: Food Related lliness and Death in
the United States.”

Narrative sources

1.

The Educational Foundation, Applied
Foodservice Sanitation — A Certification
Coursebook, 1995.

Washington State Department of Health,
Environmental Health Indicators, 1998.
Food and Drug Administration, Healthy
People 2000 Progress Review, 1995.

Paul S. Mead, Laurence Slutsker, Vance
Dietz, Linda F. McCaig, Joseph S. Bresee,
Craig Shapiro, Patricia M. Griffin, and
Robert V. Tauxe, Centers for Disease Control
and Prevention, “Emerging Infectious
Diseases: Food Related lliness and Death in
the United States.”

Public Health Service, Healthy People 2000
Progress Report for Food and Drug Safety.
<www.cdc.gov/ncidod/foodsafe/
report.htm#foodborne>
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Health Objectives for the Year 2010: Prevent public exposure to water-
borne chemical and biological agents that are known to cause death,
disease, and reduction in quality of life.

Health Implications

We must have water to live, thus we
must either protect out water from
contamination or spend considerable
resources in an attempt to make it safe
for our use. This section addresses
several topic areas that all impact public
health through the use and association
with water.

Safe Water

Safe uncontaminated water is of utmost
importance to the health of every
person. Numerous disease-causing
organisms and chemical contaminants
can be transmitted via water and can
have serious health effects. These
contaminants may enter the water at
the source, during transmission, and at
the point of use.

To better protect the public health, in
1974 Congress passed the Safe Drinking
Water Act, which has been revised many
times over the years. This law requires
the Environmental Protection Agency to
determine safe levels of chemicals in
drinking water that do or may cause
health problems. These nonenforceable
levels, based solely on possible health
risks and exposure, are called Maximum
Contaminant Level Goals (MCLG). Based
on MCLGs, the EPA sets an enforceable

standard called a Maximum Contami-
nant Level (MCL). MCLs are set as close
to the MCLGs as possible, taking into
consideration the ability of public water
systems to detect and remove contami-
nants using suitable treatment technolo-
gies.!

Standards have been set for 80
contaminants that may occur in drinking
water and pose a risk to human health.
These 80 contaminants can be divided
into two groups, according to whether
the health effects they cause are acute
or chronic. Acute health effects occur
within hours or days of the time that a
person consumes a contaminant.
Although almost every contaminant
could have an acute effect if consumed
at extraordinarily high levels in drinking
water, the contaminants are most likely
to cause acute effects are microorgan-
isms (bacteria, protozoa, and viruses).
Most people’s bodies can fight off these
microbial contaminants, and exposure
to them typically does not have perma-
nent effects. Nonetheless, they can
make people ill, and can be dangerous
or deadly for a person whose immune
system is already weak due to HIV/AIDS,
chemotherapy, steroid use, or another
reason.
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Chronic health effects can occur after
people consume a contaminant, even at
low levels above EPA's MCL safety
standards, for many years. The drinking
water contaminants that can have
chronic health effects are chemicals
(such as solvents, pesticides, and disin-
fection by-products), radionuclides (such
as radium), and minerals (such as
arsenic). Examples of the chronic health
effects of drinking water contaminants,
including disinfectant by-products
(DBPs), are cancer, liver or kidney
problems, birth defects, and reproduc-
tive difficulties.?

Land Use Planning

City growth affects multiple aspects of
public health from public violence and
vehicular accidents to infrastructure
challenges. Unplanned growth in flood
plains places citizens in physical danger
during storm events, while increased
population density county-wide in-
creases demand for all community
resources, including water.

Sewage Treatment

Exposure to raw or inadequately treated
sewage results in many types of disease.
Bacterial, protozoan, and viral diseases
are directly transmitted through expo-
sure to human waste, and indirect
exposure can result when incomplete
treatment returns pathogens to the
environment. Poisoning may also result
when inorganic wastes are returned to
the environment (for example, heavy
metals such as mercury, cadmium, and
lead).

Sewage disposal systems can cause
nitrate-nitrogen contamination of
groundwater, which can cause a condi-
tion known as methemoglobinemia in
infants who are fed the water.

Storm Water Management

Development of land previously used for
agricultural purposes into urban/domes-
tic and industrial property increases
sediment loads and can have drastic
effects on surface waters and the entire
watershed. The construction process
itself may degrade surface water and
increase disease-causing organic and
inorganic pollutants. An increased
density of people and structures in
previously undeveloped areas increases
pollutant discharge during storm events,
exposing the public to disease, or may
simply exceed the storm water system'’s
capacity, resulting in flood.

Recreational Water Usages

Contamination of surface waters ex-
poses the people who use them, for
every sort of recreational purpose
imaginable, to a variety of hazards. High
turbidity and sedimentation of area
lakes increases the chance of drowning
for people who swim, boat, and fish.
Occasional high levels of coliform
bacteria or parasites increase the risk of
infections. Consumption of fish from
water that has become contaminated
with pesticides, organic chemicals or
heavy metals can lead to acute and
chronic health consequences.

Recreational use of swimming pools
and spas exposes the user to these same
categories of contamination. Biological
contamination can occur from either the
other bathers or due to incorrect levels
of chemical sanitizer. High turbidity due
to poor water chemistry and exposure to
chemicals due to excessive use can
create drowning risks. Both natural and
human-constructed recreational waters
have been shown to be the source for
outbreaks of disease.
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Current Status and Trends

The Safe Drinking Water Act Amend-
ments (SDWA) of 1996 required the
Center for Disease Control and EPA to
work together to determine the occur-
rence (incidence) of waterborne disease
in the United States. Other than moni-
toring passive surveillance systems, such
research had never been done. Several
studies are now underway to better
define the percentage of gastroenteritis
that is caused by water.> Another result
of the 1996 amendments was the
requirement for water suppliers to give
their customers information on the
quality of the water they provide. This
information includes the source of the
water, contaminants tested for and
found, the health risks posed, compli-
ance with regulations, and contact
numbers for more information.* The
Lincoln Water System (LWS) sent an
annual report out in 1998 and 1999
including all required information. The
LWS provides water for approximately
90% of the population in Lancaster
County. The most current peak water
usage figure provided by the Lincoln
Water System is 75 million gallons per
day, with an average production of 35
million gallons per day (167 gallons per
day per person).

Disease Outbreaks — National Data

Despite the regulations adopted under
the SDWA, the most recent report of
waterborne disease outbreaks from CDC
(covering 1995-96) reveals that 13
states reported a total of 22 outbreaks
associated with drinking water, ten of
which were associated with community
water supplies.> Microorganisms such as
Cryptosporidium, Giardia, E. coli
0157:H7, Shigella, and many viruses
have each been implicated in serious
waterborne disease outbreaks.

In 1994, an outbreak of Crypto-
sporidium in Milwaukee, Wisconsin,
caused approximately 400,000 illnesses

and 4,000 hospitalizations. The source
of water for Milwaukee is surface water,
which is typically much more contami-
nated and requires more treatment than
groundwater. Another outbreak, which
occurred in the late summer of 1999 in
New York State, involved groundwater
serving a well at a county fair. The well
became contaminated with cattle
manure containing E. coli 0157:H7. This
second outbreak led to more than 1,000
illnesses, dozens of hospitalizations, and
at least two deaths.

Disease Outbreaks — Lancaster County

More than 90% of the people residing in
Lancaster County drink groundwater
that is regulated under the Federal and
Nebraska SDWA, including all residents
of Lincoln, Hickman, Waverly, and all
villages; all persons receiving water
through Lancaster County Rural Water
District (RWD) No. 1 and Cass County
RWD No. 2; and all other residents who
use “community” water supplies, such
as subdivisions with a shared water
system.® Most Lincoln and Lancaster
County residents drink tap water that
meets all existing health standards all
the time. There has not been a con-
firmed outbreak of waterborne illness
from a community water supply in
Lancaster County in the past ten years.
For those persons relying on private
wells for their drinking water, contami-
nation with bacteria and nitrates are of
highest concern. Local inspections of
rural properties changing ownership
have frequently found groundwater
contaminated with fecal coliform
bacteria and nitrate levels above what is
the EPA MCL for public water supplies
(10 mg/l). A study conducted in the U.S.
Upper Midwest in 1994 found that
41.3% of wells sampled were contami-
nated with Coliform bacteria, 11.1% had
E. coli specifically, and 13.4% had a
nitrate-nitrogen level that exceeded the
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EPA MCL.” In addition, private wells are
not fluoridated, thus increasing the risk
of dental caries for young children
before they enter school and are af-
forded the opportunity to use fluoride-
rinse programs. The Lower Platte South
Natural Resources District is currently
conducting a study of nitrate contami-
nation in the Waverly area. Water
quality in Lancaster County is highly
variable, and many private well owners
treat their water for what is referred to
as “secondary” contaminants, such as
iron, manganese, chloride, and hard-
ness. These secondary contaminants do
not pose health risks for most people,
but may lead to unsatisfactory tastes,
smells, staining of clothing or fixtures,
buildups in pipes and plumbing fixtures,
or loose stools.

Wellhead Protection

Natural Resources Districts (NRD's) are
pivotal in groundwater management
and protection of the watersheds.
Groundwater Management Areas are a
primary issue in this county due to a
lack of abundant and good quality
groundwater.®2 Groundwater manage-
ment plans have been developed and
implemented by the NRD's to protect
this natural resource.

A wellhead protection area is the
geographic area from which a well
draws groundwater. This is the area
where contamination can be prevented.
Between 1993 and 1996, LLCHD worked
with each village in Lancaster County,
Lancaster County RWD No.1, and
several other public water supplies (for
large subdivisions, schools, and institu-
tions) to calculate by the computer
model the area each well will receive
water from over the next 20 years. From
this information, volunteers and LLCHD
staff conducted surveys to identify
potential sources of contamination of
wellhead areas. LLCHD assisted teachers
at each of the four rural high schools to
develop a curricula and field activities
for students. The students then per-

formed water sampling and provided
education to farmers, business owners,
and acreage owners in the Wellhead
Protection Area. Signs were erected
along county roads identifying each
Wellhead Protection Area. Students have
also participated in “Find a Well” days,
in which they go to each property
within a given area to identify any wells
that should be decommissioned (aban-
doned).®

Disinfection By-Products

More than 83% of Lancaster County’s
240,000 people consume water that has
been disinfected. Because of the large
population exposed to DBPs, health risks
associated with these chemicals, even if
small, need to be taken seriously.
Fortunately, Lincoln’s water contains
only low levels of the types of DBPs
primarily trihalomethanes that are not
generally associated with health risks.™®

While disinfectants are effective in
controlling many microorganisms, they
react with natural organic and inorganic
matter in source water and distribution
systems to form potentially harmful
DBPs. Many of these DBPs have been
shown to cause cancer and reproductive
and developmental (birth) effects in
laboratory animals.” In addition, recent
epidemiological, studies of human
populations exposed to higher levels of
DBPs have found increased risks of birth
defects, spontaneous abortion (miscar-
riage), and low birth weights, and
cancer.'?

Land Use Planning

Land use planning has risen to the top
of the public agenda. Considerable
interest has been generated by develop-
ment near Wilderness Park. A confer-
ence was recently sponsored by the
University of Nebraska concerning
productive land use for Lincoln in the
twenty-first century. This conference
concerned itself with sustainable devel-
opment, mixed-use planning, and
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economic benefits for developers, the
construction industry, and property
owners. New developments are re-
viewed by various city and county
agencies for water, sewer, and storm
water issues.

Sewage Treatment

Disposal is no longer an acceptable
method for dealing with raw sewage.
We know that nothing buried stays
buried forever. Definitive treatment,
which breaks the sewage down into its
natural elements and returns those
elements safely to the environment, is
preferred. Treatment facilities for the
City of Lincoln, Hickman, Waverly, the
county’s villages, larger businesses, and
subdivisions must meet the stringent
guidelines of the National Pollutant
Discharge Elimination System (NPDES).
Individual homes in the remainder of
the county must rely upon various types
and sizes of onsite sewage treatment
systems. All domestic sewage treatment
systems installed must be permitted and
inspected.

Storm Water Management

Developers have been responsive to
recommendations for no net rise in
flood plain construction projects. Better
methods of preventing runoff from
construction sites have been developed,
and the use of sediment fences and
ponds are common. New regulations are

proposed than will require permits for
disturbing more that two acres of land
and best management practices.

Recreational Water Usages

In 1995 and 1996, CDC identified 37
disease outbreaks in 17 states attributed
to recreational water, including lakes,
pools, and hot tubs.'® Locally, in the
summer of 1999, a childcare facility had
an outbreak of E. coli 0157:H7 associ-
ated with a small wading pool and a
fecal accident. Two were hospitalized,
one child with hemolytic uremic syn-
drome.

In 1995, Lincoln experienced an
outbreak of Cryptosporidium at a local
swimming pool, which affected more
than twenty people. Swimming pools
and public spas in Lincoln are permitted
and routinely inspected.

Occasionally, cases of Giardia are
linked to swimming in local bodies of
water. Warnings have been issued
concerning the likelihood of bacterial,
protozoan, and safety hazards associ-
ated with swimming in local lakes.

Work with the local minority popula-
tion has identified high consumption of
fish from local waters. With information
available from the Nebraska Game and
Parks Commission, an advisory was
prepared for area lakes and streams
with information indicating which fish
might be contaminated and should not
be relied upon as a regular food source.

Health Disparities

In general, racial and ethnic minorities
are not faced with health disparities
posed by water or sewage in Lancaster
County. However, in 1996, the LLCHD
completed an Environmental Health
Hazard Risks survey in the minority
community in Lincoln. One of the
surprising findings was that contami-
nated water ranked the highest of all
environmental hazard concerns. These

minority Lincoln residents receive the
same water as all Lincoln residents.
Interactions within the minority commu-
nities led to staff concluding that either
lack of trust in the government’s ability
to protect their health and/or lack of
understanding how city water is treated
lent significantly to this concern.
Perhaps the greatest disparity are the
increased health risks posed to the Asian
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population by significantly higher
consumption of fish and reliance on
fishing from local water bodies.

The perceptions of different cultures
and ethnicities, in Lancaster County can
affect every aspect of their water usage.
In relation to pure water, one person

may like the taste of well water while
others prefer no taste at all in their
water. It has also been observed that
recent arrivals often have concerns
about government credibility concerning
the community water system and its
safety.

Public Health Infrastructure

+ Create and maintain a testing pro-
gram and a data system that will

allow monitoring of health indicators,

such as the percentage of well-test

results that do not meet SDWA limits.

+ Update ordinances and policies.

+ Develop and regularly conduct a
public behavior and belief survey of
environmental health indicators.

Recommendations

+ Delineate the groundwater resources
in Lancaster County by charting
known aquifers and domestic wells.
Geo-locate all domestic wells in
Lancaster County.

Continue a permitting and inspection

*

*

program for newly constructed onsite

sewage treatment systems.

Permit installers of onsite sewage
treatment systems and provide an
educational program concerning
proper installation methods and
regulations.

Continue a permitting and inspection
program for newly constructed wells
within Lincoln’s three-mile limit.
Promote efficient water usage as
determined by LWS.

*

*

*

*

assistance to businesses, farms, and
acreage owners in Wellhead Protec-
tion Areas.

Educate the public that relies on

*

private water wells of the importance

of testing their water annually for
bacteria and nitrates.

Provide Pollution Prevention technical

+ Promote efficient chemical usage in
city and rural situations.

* Involve water issues with land-use
management planning.

+ Support back-flow prevention and
protection activities.

+ Provide outreach to the community
throuth education of youth, minori-
ties, and professionals concerning the
protection of water resources.

+ Promote the best management
practices to reduce the potential for
contamination and soil sediment
from reaching streams.

+ Encourage the establishment of
riparian set-asides and easements
along streams and drainages.

+ Encourage regular water quality
testing for private drinking water
supplies.

+ Make information available tor recent
arrivals to the city or county that
outlines information about water
quality.
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Related indicators
or discussion are
located in the
chapters on Oral
Health, Waste
Management, Toxic
and Hazardous
Materials, and Safe
Food.

Table 1

1.

10.

11

12.

Currently no data source.

Lincoln Water System provides water for
over 90% of Lancaster County’s popula-
tion.

Lincoln Water System, 1999 (no violations).
LLCHD tabulations of 1999 violations data
provided by Nebraska Health and Human
Services System, Environmental Health
Services Section, Drinking Water Program.
Lincoln Water System, trihalomethane
levels in 1999, in parts per billion (ppb).
Trihalomethanes are the most common
disinfectant by-product produced by
Lincoln Water System disinfection meth-
ods.

Safe Drinking Water Act limits set for the
year 2002, in parts per billion (ppb). SDWA
goals and limits are likely to change over
the decade.

Currently no data source — data could be

obtained through a community survey tool.

Common contaminants would include
nitrates, lead, arsenic, bacteria, and other
pollutants of concern and listed in the Safe
Drinking Water Act.

Currently no data source — however data is
likely obtainable in the future from
Lincoln’s Building and Safety Department
and the Mayor’s Backflow Prevention
Program.

Currently no data source — however data
may be obtainable though a community
survey or well survey project.
Lincoln-Lancaster County Health Depart-
ment. Water and Communicable Disease
Programs. No waterborne illnesses
occurred in 1999, although there have
been outbreaks in recent years.

U.S. Department of Health and Human
Services, Office of Public Health and
Science, Healthy People 2010 Objectives:
Draft for Public Comment, September
1998. Healthy People Year 2010 Objective.

. Lincoln-Lancaster County Planning

Department.

Lincoln-Lancaster County Health Depart-
ment, Water Program. Percent of newly

built water systems permitted each year

which were originally built with a permit
rather than discovered and permitted post-
construction.

. Currently no data source — data may be

obtainable from natural resources districts.

Narrative Sources

1.

10.

11.

12.

13.

Drinking Water and Health, National
Primary Drinking Water Regulations,
Contaminant Specific Fact Sheets for
Consumers, December 1998.
<www.epa.gov/OGWDW/dwhcvoc/
tetrachl.html> 10/11/99.

US EPA, Office of Water, Office of Ground
Water and Drinking Water, <www.epa.gov/
safewater/dwh/health.html> 10/22/99.
EPA, Office of Water, Office of Ground
Water and Drinking Water, <www.epa.gov/
ogwdw000/standard/wborne.html>

The Aquifer, Journal of the Groundwater
Foundation vol. 14, no. 2, September 1990,
pp. 40.

MMWR Surveillance Summaries, vol. 47(SS-
5), December 11, 1998, pp. 1-34.

Lincoln City-Lancaster County Comprehen-
sive Plan, Lincoln-Lancaster County
Planning Department, 1994.

A Survey of the Quality of Water Drawn
from Domestic Wells in Nine Midwestern
States, Centers for Disease Control and
Prevention, and the National Center for
Environmental Health, <www.cdc.gov/
nceh/programs/emergency WaterWell/
WellSummary> 10/99.

LPS GWMP.

Contaminant Source Inventory Report,
Wellhead Protection Program, Lincoln—
Lancaster County Health Department,
Lincoln, NE, December 1993.

Lincoln Water System, Consumer Confi-
dence Report, 1999.

Microbial and Disinfection By-product
Rules, US EPA, Office of Water EPA 815-F-
98-0014, December 1998.

P. Magnus, et al.,” Water Chlorination and
Birth Defects”, Epidemiology, vol. 10, no. 5,
September 1999, pp. 513-17.

MMWR Surveillance Summaries, vol. 47
(SS-5), December 11, 1998, pp. 1-34.
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Health Objectives for the Year 2010: Maintain achievement of the
National Ambient Air Quality Standards in Lincoln—Lancaster County.
Assess health risk posed by emissions of hazardous air pollutants from
stationary, area, and mobile sources. If that risk becomes unacceptably

high, reduce emissions.

Health Implications

A substantial federal regulatory program
exists to assure that health risks from
outdoor air pollution are minimized. The
U.S. Environmental Protection Agency
(EPA) delegates to state and local
agencies, such as the Lincoln-Lancaster
County Health Department, the respon-
sibility to conduct many of the assur-
ance activities associated with federal
regulations, such as monitoring air
quality, writing permits for new and
existing air pollution sources, inspecting
for compliance, inventorying air emis-
sions, and taking enforcement action
against non-compliers. With the excep-
tion of measuring the actual level of
pollution in the air, these activities are,
at best, secondary or tertiary measures
of exposure potential, health risk, or
disease caused by air pollution.

Every breath can expose individuals to
a dose of air pollution which — depend-
ing on the chemical, concentration, and
individual sensitivity — has the potential
to cause or increase the risk of adverse
health effects. These health effects
include acute respiratory system or eye
irritation, chronic respiratory disease or
asthma, cancer, and serious chronic
organ dysfunction. Epidemiological

studies have demonstrated that the
mortality rate due to cardiopulmonary
problems is elevated in cities even with
levels of airborne fine particulate matter
even lower than the current ambient air
quality standards. Exposure to moderate
levels of ambient ozone can cause
breathing changes even in healthy
adults, but asthmatic children especially
are at increased risk of respiratory
problems from ozone. Hazardous air
pollutants include many types of chemi-
cals, exposure to which can increase the
risk of cancer, adverse reproductive
effects, or other organ disease. The
toxicology of many of these individual
hazardous air pollutants is poorly
understood, although their individual
effects have been documented from the
high exposures seen in occupational
settings. However, even more poorly
understood are the cumulative effects of
being exposed simultaneously to a host
of pollutants, such as occurs in an urban
setting.

There are indirect or potential human
health risks from dirty air. Air pollution
that persists in the environment, such as
metals and pesticides, can deposit on
water or land and accumulate through
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the food chain, resulting in contami-
nated fish, which pose a human health
risk by ingestion. Accidental releases of
certain chemicals, which are sometimes
stored in large quantities, such as
chlorine or anhydrous ammonia, can
pose a severe public health risk.

In addition to health effects on
human populations, air pollution can
adversely impact ecosystems and the
general environment. Emissions of sulfur
dioxide over time have acidified lakes in
areas with soils that have poor buffering

capacity, making the lakes unable to
support life. Emissions of freons have
accumulated in the stratosphere and
deteriorated the ozone layer, which serves
to deflect ionizing radiation from the sun.
Finally, an increasing body of scientific
evidence indicates that increasing emis-
sions of “greenhouse gases,” such as
carbon dioxide, have the potential to
change the earth’s climate in several ways
that can adversely affect human life (i.e.,
average temperature, rainfall, and the
intensity of weather events).

Current Status and Trends

Air quality in Lincoln-Lancaster County
is relatively good, based on current
assessment, but some aspects need
more assessment. The Clean Air Act,
which LLCHD administers, currently
focuses on criteria pollutants and
hazardous air pollutants (HAP). Criteria
pollutants are seven chemicals that are
the “criteria” by which good air quality
is defined, based on whether the mea-
sured concentrations of these chemicals
in an area exceed national health-
protective standards. National Ambient
Air Quality Standards (NAAQS) have
been established for carbon monoxide,
particulate matter less than 10 microns
in size (PM10), ozone, nitrogen oxides,
sulfur dioxide, lead, and particulate
matter less than 2.5 microns in size
(PM2.5). Monitoring determines the
amount of these pollutants in Lincoln-
Lancaster County air compared to the
standards.

LLCHD monitors for carbon monox-
ide, a pollutant which results from fuel
combustion (most importantly from
vehicles) continuously year round.
Ozone, a pollutant that is formed in the
air in the presence of sunlight from a
combination of nitrogen oxides and
volatile organic compounds, is moni-
tored continuously during the ozone
season, which is April 1 to October 31.
LLCHD samples for PM2.5 once every

third day. This pollutant comes mainly
from combustion of fuel or other
materials. Monitoring for PM10 was
discontinued in 1998 after a decade of
results indicating that the level was
consistently no more than 50% of the
NAAQS limit. Similarly, monitoring for
nitrogen oxides and sulfur dioxide was
discontinued in the late 1970s after
almost a decade of results showed low
levels. LLCHD does not monitor for lead
because there are no significant sources
in Lancaster County.

The HAP class of chemicals is a
specific list of 188 pollutants, also called
air toxics, which have the potential to
cause cancer or other serious acute and
chronic health effects. There are no
health-based ambient standards for
these chemicals, although there are
established guideline levels that repre-
sent minimal health risk. The focus of
most of the rules on toxic air pollution
to minimize emissions of these chemi-
cals into the air with the expectation
that health risk will proportionally be
reduced.

Emissions of criteria pollutants and
hazardous air pollutants come from
industrial and business activities, fuel
combustion, unpaved roads, and from
automobiles, trucks, construction
equipment, trains, and airplanes.
Currently, 116 businesses and opera-

S
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tions are regulated under air pollution
rules in Lancaster County. In addition to
regulatory activities, LLCHD actively
promotes voluntary action by air
pollution sources to reduce emissions
through the use of pollution prevention.
This approach has been successful in
reducing air toxics emissions from
industrial and business activities beyond
what regulations require and would
probably be the best way to reduce
greenhouse gas emissions. Only EPA has
the authority to regulate emissions from
vehicles, equipment, trains, and planes
by setting emission standards for
different types of engines. However, a
local agency can implement programs to
reduce vehicle use, which results in
lower emissions overall from mobile
sources.

The following air quality trends have
been either measured in Lincoln—
Lancaster or have implications for our
community:

+ Lincoln—-Lancaster County air quality
meets national health standards — for
now. LLCHD monitors the level of
three criteria pollutants: carbon
monoxide, ozone, and PM2.5. The
measured levels of carbon monoxide
and ozone continue to be below
(often well below) the health protec-
tive NAAQS. Sufficient data on PM2.5
has yet to be collected to determine
officially if levels exceed the standard.
Across the United States, the more
populated an urban area becomes,
the more likely it is to have levels of
criteria pollutants (particularly ozone)
that exceed the NAAQS. Most metro-
politan areas above 500,000 popula-
tion exceed at least one NAAQS.

¢ The trend in stationary source emis-
sions is level or declining. Emissions
of criteria pollutants from stationary
sources of air pollution have re-
mained relatively constant over the
past five years. Emissions of HAP (the
188 toxic chemicals identified in the
Clean Air Act) from stationary air
pollution sources have decreased 53%

since 1994, mostly through voluntary
pollution—prevention actions by large
air-pollution sources to decrease
usage of HAP-containing solvents,
paints, and other chemicals.

The national air toxics program is
shifting its focus to risk reduction.
Although the federal air toxics pro-
gram has been focused on reducing
HAP emissions through specific
control standards for certain station-
ary source types, EPA's focus is
shifting to assessing which sources
contribute most to public health risk.
Once those are identified, a strategy
will be developed to reduce emissions
based on what will reduce that risk to
the greatest extent. This strategy will
rely in part on assessments done at
the local level and then on state and
local air toxics programs to accom-
plish the risk reduction.

Vehicle emissions may pose the
greatest health risk, but assessment is
needed. The trend in air pollution
emissions from mobile sources is
unknown. LLCHD will complete a
mobile source inventory this year.
However, a computer modeling study
done by EPA indicates that levels of
some HAP chemicals in Lincoln’s air
may significantly exceed health
benchmarks. Most of the pollutants
predicted to be at high levels in the
study are those typically emitted by
vehicles. LLCHD plans to complete a
comprehensive emission inventory,
which will include mobile and area
sources of air toxics, and conduct its
own refined analysis of health risks
posed by HAPs. In areas of the
country (both urban and rural) where
air monitoring for HAPs has been
conducted, the pollutants most
frequently measured at levels of
concern are the mobile source toxics.
This is true even in highly industrial-
ized urban areas.

Cars are running cleaner, but people
are driving more. Population growth
in Lincoln-Lancaster County has been
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about 1.1% per year. The increase in
vehicle miles traveled has been about
3% per year. The more vehicle miles
traveled, the more potential for air
pollution from vehicles. Also, the
most popular private vehicles (mini-
vans, sport-utility vehicles, and
pickups) currently have less stringent
emission standards than those for
cars. Although federally required
emission controls on automobiles
have been becoming more stringent,
at some point the increasing number
of vehicle miles traveled may offset
the reduced air pollution from each
individual vehicle. Requirements for
emission controls on heavy-duty
engines in trucks, construction
equipment, tractors, locomotive
engines, and airplanes are just now
being established.

+ Greenhouse gases? The local trend in
carbon dioxide and other “green-
house gas” emissions from fuel
combustion, transportation and
agricultural production is unknown
because these emissions have not
been inventoried.

¢ Lincoln-Lancaster County enjoys a
high rate of compliance with air
pollution rules. All new air pollution
sources of a certain size apply for and
quickly receive authorization to
construct processes that have appro-
priately minimized air pollution.
Stationary air pollution sources of any
significant size have or will soon have
an air quality operating permit that

lays out all the rules applying to their
business or operation. Most receive
an annual inspection. Typically 96%
of these pollution sources are in
compliance. Out of approximately
150 asbestos demolition/renovation
projects conducted annually to which
the federal asbestos regulations
apply, the compliance rate is typically
97%. Businesses or operations that
manufacture, store, or use a certain
amount of chemicals that have the
potential to cause catastrophic off-
site health effects if those chemicals
were accidentally released are re-
quired to develop Risk Management
Plans to minimize the possibility that
accidents might happen and to
mitigate the effects of a release. In
Lincoln-Lancaster County, many of
these are small businesses that store
ammonia or propane. The compliance
rate with this rule is 91%.

¢ Community air pollution concerns
are health-related. Some Lincoln-
Lancaster County residents (including
regulated businesses, neighborhood
associations, government, and the
general public) were surveyed on
their concerns, expectations, and
hopes for clean air in 2010. They
were mainly concerned about the
adverse health effects that air pollu-
tion can cause. The top-ranking goals
were to reduce air pollution from all
sources, to maintain the NAAQS, and
to reduce health risk posed by air
toxics.

Health Disparities

Determining whether racial and ethnic
minorities are disproportionately af-
fected by air pollution is a matter of
identifying either exposure levels to air
pollutants present in minority neighbor-
hoods or, at least, the presence of air
pollution sources in those neighbor-
hoods. Monitoring for criteria pollutants
is conducted at sites that represent the

highest expected concentrations. Years
of monitoring continue to show low
levels of pollution even at these poten-
tial “"hot-spot” locations. Results from
PM2.5 monitoring, which is conducted
at a site expected to be typical of city-
wide exposure levels, are not yet avail-
able for analysis.

An EPA computer modeling study was
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completed in 1998, which predicted
concentrations of HAP within each
census tract from stationary, mobile,
and area source HAP emissions. By
mapping these concentrations using the
Geographic Information System (GIS),
total HAP concentrations were shown to
vary among the census tracts. Minority
census tracts were in the low to medium

range for total HAP concentrations. The
census tracts with the highest total
HAPs were not those minority neighbor-
hoods, but were more highly correlated
with transportation corridors. The
conclusion drawn from this information
is that minority communities in Lincoln
do not appear to be disproportionately
affected by air pollution.

Public Health Infrastructure

In general, the infrastructure for assur-
ing clean air within Lincoln-Lancaster
County is well developed. LLCHD
implements the federal regulatory
program as well as promotes pollution
prevention through non-regulatory
approaches. Funding for air quality
activities is generally adequate. Approxi-
mately 20% of the program is funded
through federal money passed through
from the state Department of Environ-
mental Quality. Fees paid by regulated
air pollution sources fund the remainder.
A source pays based on the amount of
air pollution it emits annually. LLCHD
believes that this fee structure is another
way of encouraging emission reduc-
tions. However, we have already experi-
enced revenue loss as a result of emis-
sion reductions. The department had to
compensate by establishing fees for all
regulated sources, rather than just a
few. As the program continues to be
successful in reducing emissions, the fee
structure may have to be revised.

In addition to funding, another
infrastructure issue relates to authority
to require risk reduction. In some states
and localities, regulations exist that
require a source of an unacceptable
health risk posed by emissions of air
toxics to reduce those emissions. LLCHD
has a requirement that if a new station-
ary source of air pollution will emit a
threshold amount of any of the air
toxics, that source must use the best
available control technology to minimize
emissions. However, this does not apply
to existing sources nor to mobile
sources. If a desired clean air goal is to
reduce risk from air toxics, a mechanism
to do so will have to be identified. This
mechanism may be an enhanced volun-
tary program that encourages risk
reductions, a clarification of whether the
general public health protection author-
ity of the Health Director applies to the
situations, or the establishment of new
regulations.

Recommendations

+ The overarching recommendation is
to protect the relatively good air
quality that Lincoln-Lancaster County
enjoys and prevent future air-quality
problems.

+ Continue to implement the federal
Clean Air Act as a way of assuring
that the NAAQS will not be exceeded

and that air toxics emissions will be
minimized.

+ Assess how much air pollution is
emitted by cars, trucks, construction
equipment, planes, and rail locomo-
tives (i.e., mobile sources).

+ Participate in the Metropolitan
Planning Organization to monitor and
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Related discussion
or indicators are
located in the
chapters on Toxic
and Hazardous
Materials and Public
Health Emergency
Management.

influence how Lincoln and its trans-
portation system grow; advocate for
transportation and land-use decisions
that avoid adverse impacts on air
quality.

Assess air toxics risk by conducting a
comprehensive inventory of emissions
from stationary, mobile and area
sources (i.e., small, broadly distrib-
uted air pollution sources such as
vehicle fueling, painting, and auto-

body repair facilities) followed by
exposure modeling. Air toxics moni-
toring is another method of identify-
ing exposure levels. Assess the health
risk and identify the sources that
contribute most to that risk. Use
health benchmarks as a way of
evaluating if unacceptable risk from
air toxics exposure exists. If so,
establish and implement a risk-
reduction plan.

Table 1

1.

Currrently no data source.

U.S. Environmental Protection Agency, EPA
Strategic Plan, September 1997.
Lincoln-Lancaster County Health Depart-
ment, Air Monitoring Data, December
1999.

Nebraska Department of Environmental
Quality, Nebraska Air Quality Reports,
1998.

National Air Quality and Emissions Trends
Report, 1997.

Lincoln-Lancaster County Health Depart-
ment, Air Program, 1998 data from
Emissions Inventory (stationary sources
only).

6.

Nebraska Department of Environmental
Quality, 1998 data from the Emission
Inventory.

National Air Quality and Emissions Trends
Report, 1997 data from only stationary
sources.

National Air Quality and Emissions Trends
Report, 1993 data from only stationary
sources.

Based on 1993 levels.

. Currently no data source. Could be

obtained through air quality measures,
modeling, risk assessment, and setting of
community-accepted risk levels. See Public
Health Infrastructure section for discussion
of measurement methods based on
national risk assessment methodology.
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Health Objectives for the Year 2010: Prohibit smoking in most public
buildings, unless it is within an enclosed, separately ventilated area.
Manage public buildings, such as schools, office buildings, and govern-
ment offices, for good indoor air quality. Assure that new buildings
meet American Society of Heating, Refrigeration, and Air-Conditioning
Engineers (ASHRAE) standards for ventilation.

Health Implications

Poor indoor air quality is an important
environmental health concern because
the average person spends more than
90% of his or her time indoors. Indoor
air quality studies have found recurring
correlations between indoor air pollu-
tion and human illness. Common
symptoms associated with contaminated
indoor air include headaches, eye
irritation, respiratory irritation, and
gastrointestinal distress. Some indoor air
pollutants have been linked directly to
fatalities, such as carbon monoxide or
Stachybotrus toxin. Indoor air pollution
can trigger asthma attacks. Causes of
indoor air pollution include lack of
ventilation, improper venting of com-
bustion exhaust, environmental tobacco
smoke, off-gassing of building materials,
production of paper or copier particu-
lates, growth of mold and mildew, and
improper use of hazardous materials.
Poor indoor air quality has a huge
impact in terms of productivity and lost
work time.

Currently, there are no federal or local
regulations that require indoor air

quality to be protective of human health
in public buildings. The Nebraska Clean
Indoor Air Act (NCIAA) requires designa-
tion of smoking and nonsmoking areas
of public buildings, but it does not
broadly protect indoor air quality.
Consequently, education and technical
assistance are the primary tools used by
LLCHD to reduce risks from indoor air
pollution. The program is based on
hazard identification and providing
technical assistance to home, building,
and business owners on how to reduce
the health risk from exposure to indoor
air pollution. This may be accomplished
through over-the-phone consultation,
distribution of educational materials, or
on-site investigation. A typical on-site
investigation includes evaluation of
possible sources of pollution, a survey of
occupants to identify patterns of illness,
and environmental monitoring. There
are no health-based, chemical-specific
standards for indoor air quality. How-
ever, ambient screening for temperature,
humidity, formaldehyde, volatile organic
compounds, carbon dioxide, carbon
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monoxide, and hydrogen sulfide and
testing of air handling units for air
velocity and flow rates can provide
information on the healthfulness of the
indoor air. These environmental tests,

along with visual identification of indoor
air pollution sources, form the basis of
risk-reduction recommendations pro-
vided to home, building and business
owners.

Current Status and Trends

Between 100 and 200 on-site case
investigations of indoor air pollution are
conducted annually in Lincoln-Lancaster
County. A review of these investigations
reveal that some conditions and situa-
tions are common to indoor air quality
problems.

Improperly designed, operated, or
maintained heating, ventilating, and air
conditioning systems are the source of
about 50% of indoor air quality prob-
lems. Specific problems include poorly
maintained equipment contaminated
with standing water or dirt, deteriorat-
ing mechanical parts, poor air filtration,
lack of fresh air, deteriorated fiberglass-
lined ductwork, insect and animal
infestation, poor design, and improper
location of fresh air intakes near out-
door air contamination sources.

Remodeling activities cause about
30% of indoor air quality problems.
Problems include use of products
containing volatile organic chemicals
without regard to label restrictions; lack
of adequate ventilation; escape of dust
and chemical vapors from remodeling
area into adjacent occupied areas of
buildings, resulting in exposure to the
public and building occupants; and
ongoing emissions of chemical vapors
from installed materials after completion
of remodeling projects.

Miscellaneous problems cause about
20% of indoor air quality problems.
These include smoking in public places,
multi-family dwellings, and dormitories;
exposures resulting from home hobbies;
contamination of the general air in
multi-use office buildings by a single
tenant’s activities; and microbiological
contamination due to flooding, water

leaks, condensation, groundwater, and
other water sources. Recently, a large
number of investigations have been
made for mercury vapor caused by
broken thermometers and other metallic
mercury sources.

Pollutants of Special Concern

Environmental tobacco smoke (ETS) is
an irritant, an asthma trigger, and
increases the risk of lung cancer in
nonsmokers. Although the Nebraska
Clean Indoor Air Act promotes the use
of designated smoking areas, it does not
effectively protect the public from ETS
exposure in restaurants and public
buildings.

Carbon monoxide (CO) is a potentially
lethal indoor air pollutant. Exposure can
also cause significant nonlethal illness.
With the increasing use of CO detectors,
calls regarding this pollutant increased,
especially from people who assume their
new detector is malfunctioning when it
begins sounding soon after it is in-
stalled. Resolution of the problem
typically involves Peoples Natural Gas,
whose staff can examine furnaces, water
heaters, and stoves to determine if any
defects are causing a buildup of CO. The
Indoor Air Quality Program’s role is in
educating the public on how CO is
formed and how its buildup can be
prevented. Second, the program pro-
vides technical assistance to the Lincoln
Fire Department on policies related to
handling CO detector alarm calls.

Ozone from ozone-generating “air
purifiers” or “air cleaners” has become a
pollutant of concern in recent years.
Ironically, businesses or homeowners
purchase these devices out of concern
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for improving indoor air quality. In
reality, ozone is a potential eye and
respiratory system irritant that has some
effectiveness in destroying odor-causing
organics but only at concentrations so
high they cannot be tolerated by hu-
mans. Although some machines have
the capability of limiting ozone output,
LLCHD continues to follow EPA's lead
and advocate for the traditional IAQ
improvement strategies of source
reduction, filtration, and proper ventila-
tion.

Mercury vapor from broken thermom-
eters, thermostats, fluorescent light
bulbs, and blood pressure cuffs and
other sources of metallic mercury is a
hazard of which the public has become
more aware in the last two years. As a
result, a large number of calls have
resulted in investigations and assisted
cleanups. Mercury poisoning can cause
emotional disturbances, fatigue, kidney
damage, and other serious health
problems. As with other pollutants,
children are particularly susceptible to
exposure and to central nervous system
effects caused by poisoning. LLCHD
provides assistance in assessing spills
and cleaning up contaminated surfaces
in order to reduce health risk from the
vapor. LLCHD actively promotes the use
of nonmercury thermometers and other
devices.

Radon is categorized by the EPA as
one of approximately 20 known human
carcinogens. It is also considered a
distant second to cigarette smoking as a
leading preventable cause of lung
cancer. The risk of lung cancer increases
with exposure to increasing levels of
radon in the indoor environment. A
combination of cigarette smoking and
long-term exposure to increased levels
of radon increases individual risk expo-
nentially. The LLCHD provides long-term
(one-year) test devices to the general
public, businesses, schools, and govern-

ment agencies at cost. The test devices
include analysis by a certified laboratory
and a report issued by LLCHD with
interpretation of the results and recom-
mendations for hazard mitigation.
During the last year, 19 test devices
were sold and 12 reports issued. Sixteen
of the 19 tests revealed results above
the EPA action level of 4 pic/L. Mitiga-
tion recommendations were provided to
the home and building owners to assist
them in reducing the risk to building
occupants. LLCHD staff members are in
the process of following up with the
home and building owners to determine
if mitigation occurred. Constructing
buildings to be radon resistant is a
known technology which is not in wide
spread use in Lincoln-Lancaster County.

Indoor air is an important aspect of
keeping children’s environments
healthy. As national focus turns to
reducing the incidence of asthma in
children, identifying and eliminating
asthma triggers in the indoor environ-
ment and reducing other indoor air
pollution sources is becoming impor-
tant. Over the past two years, LLCHD
promoted the adoption of EPA's “Tools
for Schools” in Lincoln-Lancaster
County schools and childcare centers.
This tool allows a school to assess
current indoor air quality problems and
establish a plan to manage the school
building for good indoor air quality to
prevent future problems. Currently, only
two schools have completed the process
nevertheless, LLCHD continues to
promote the use of “Tools for Schools.”

LLCHD has also been promoting the
development of indoor air quality
management plans for public buildings.
This is being piloted with several City-
County government buildings managed
by the Building Commission using EPA's
“Building Air Quality Management”
guide.
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Health Disparities

Indoor air quality problems have been
observed in the spectrum of building
from old deteriorated homes to new
expensive homes. However, solving
these problems is related to having the
property control and resources to effect
repairs or improvements. As a result,

Public Health Infrastructure

children in poverty, low-income persons,
and minority populations may be
disproportionately affected by indoor air
quality problems because there is a
higher proportion of renters among
these groups.

*

structure exists to assure that Lin-
coln—-Lancaster County residents have
clean indoor air. The Nebraska Clean
Indoor Air Act needs to be made
more enforceable and perhaps
broadened to address issues other
than just ETS. Another mechanism
that would provide some assurance
would be a local ordinance limiting
ETS and other indoor air quality
issues.

As mentioned, no effective regulatory

Several objectives relate to increasing
the number of buildings that are
smoke-free, have IAQ management
plans or are designed to meet
ASHRAE ventilation standards.
However, the baseline number of
buildings that meet these objectives is
unknown. An important infrastruc-
ture need is to identify the baseline
against which progress can be
measured.

Recommendations

+ Continue to promote practices that
result in clean indoor air: indoor
pollution source elimination, appro-
priate ventilation, and good opera-
tion and maintenance of ventilation
systems. This promotion occurs
through education and on-site
technical assistance to individual
homeowners and building managers;
educational outreach to builders,

HVAC contractors and architects on
indoor air quality issues and educa-
tional outreach and technical assis-
tance to schools, daycare centers,
and building managers on develop-
ing and implementing indoor air
quality management plans.

+ Advocate for prohibition of smoking
indoors through strengthening the
NCIAA or passing a local ordinance.
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Related discussion -~ Currently no data source. 3. United States Environmental Protection
or indicators are 1. Currently no data source. Measurement Agency, EPA Strategic Plan, September
located in the approach should be developed which 1997.
chapters on Toxic surveys and includes the range of public 4. Currently no data source. Strategies to
and Hazardous and business spaces open to the public. measure these indicators are in develop-
Materials and 2. Lincoln-Lancaster County Health Depart- ment by the Lincoln-Lancaster County
Tobacco Use. ment, Indoor Air Program, Tools for Health Department, Indoor Air Program.
Schools assessments. 5. Lincoln-Lancaster County Health Depart-

ment, Indoor Air Program.



Toxic and Hazardous Materials

Health Objectives for the Year 2010: Reduce the public health risk
posed by hazardous and toxic chemicals.

Health Implications

Adverse health risks for workers and for
the public exposed to toxic materials
released to the outdoor and indoor
environment’s are increasing. During the
last half of the twentieth century,
society became dependent on products
that are synthesized from chemical
materials. Plastics, synthetic fabrics,
rubber products, coatings and finishing
products, and cleaning solvents are but
a few examples.

The health risks created by hazardous
materials are present in our environ-
ment. Exposure to hazardous chemicals
from cleaning chemicals, cosmetics,
hobby materials, painting and redeco-
rating supplies, and pesticide use in the
home is believed to play a significant
role in the increased incidence of
asthma as well as other respiratory
illnesses. Center for Disease Control
(CDC) estimates that 15 million Ameri-
cans, including almost 5 million chil-
dren, suffer from asthma. The estimated
number of asthma sufferers increased
from 6.7 million to 13.8 million in from
1980 to 1994. Premature deaths are
numbering 50,000 to 120,000 associ-
ated with exposure to toxic air pollut-
ants and include 4,000 deaths from
asthma.

In the work environment, people can
be exposed to any number of hazardous

materials. In addition, some materials
become airborne, where they become a
threat to those who do not work di-
rectly with the materials. Some of the
more common adverse health effects
that can be attributed to exposure to
toxic materials in the workplace are
allergic reactions and contact dermatitis,
which according to the CDC, make up
15% to 20% of all occupational dis-
eases. More serious illnesses that may
occur from exposure to toxics in the
work place are central nervous system
disorders; failure of vital organs, such as
the heart and liver; lung damage; and
cancer. Examples of hazardous work-
places include the horticultural services
industry, where 17% of worker injury
and illness is due to chemical exposure.
Small trades businesses have a similar
17% rate of worker injury, and illness is
due to chemical exposure. There is
minimal data for many small businesses,
including dry cleaners, beauty shops,
furniture strippers, and auto repair
shops. However, because of the use of
solvents and other toxic products,
workers in these industries can be at risk
for both acute and chronic illnesses. In
addition to routine workplace exposure,
accidents involving hazardous chemicals
may result in serious burns and acute
poisonings.
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Family members of workers who
transfer hazardous and toxic materials
from the workplace to the home envi-
ronment are also at risk of adverse
health effects. Among the hazardous
chemicals that have caused family illness
are heavy metals, such as lead, beryl-
lium, and mercury; pesticides, such as
parathion and toxaphene; and other
chlorinated hydrocarbons.

Health risks also result from contami-
nated water caused by release of toxic
waste materials and fugitive air emis-
sions. Because water is essential for life,
contamination of water resources with
hazardous and toxic materials is consid-
ered a vital health issue. Of primary
concern are adverse health effects
caused by contamination of drinking
water for which the health risks are well
documented. Small amounts of various
chemicals, principally heavy metals and
volatile organic compounds, are known
to affect human health in various ways.
There are relatively few incidents involv-
ing acute chemical poisonings from
drinking water; the health effects are
generally caused by ingestion of the
contaminated water over a long period
of time. Central nervous system disor-
ders, damage to internal organs, and
cancer may result from long-term
ingestion of chemical contaminants.
Improper and indiscriminate disposal of
toxic chemical wastes plays a significant
role in the contamination of both
surface water and groundwater, both of
which eventually become part of the
public drinking water supply.

In rural Lancaster County, all drinking
water comes from groundwater. With
the exception of incorporated towns
and villages, domestic sewage disposal
is accomplished through use of in-
ground septic systems. In areas with a
proliferation of small acreages, ground-
water contamination from household
chemicals disposed of in septic tanks
may become a public health issue.

Improper and indiscriminate disposal
of toxic chemical waste may also play a

significant part in creating health risks in
recreational waters. Pesticides washed
into natural waters used for swimming
may be responsible for an increase in
the number of cases of central nervous
disorders, damage to internal organs,
and cancer. In addition, exposure to
other toxic chemicals in water may
cause an increase in contact dermatitis
among swimmers. Small creeks and
streams are favorite places for children
to explore. Chemical wastes indiscrimi-
nately dumped in small streams can
cause acute poisoning from contact
with the chemicals.

Some people in the community rely
on fish as a primary source of food.
Those same people often fish area lakes,
rivers, and creeks to obtain fish to eat.
This is particularly true with minority
populations, principally Asian Ameri-
cans. Excessive and improper use of
pesticides, together with illegal disposal
of toxic chemical wastes, may cause the
fish and other edible aquatic life to
become carriers of toxic materials,
which poison those who eat them. As
with contamination of groundwater, the
public health implications are generally
long-term effects from continual con-
sumption of these fish and other edible
aquatic life as a food source.

The number of chemically related
accidents in the home, especially among
children is rising.

Nationally, misuse of household chemi-
cals results in thousands of accidents
each year. These accidents typically
occur when a product is used for a
purpose for which it was not intended
or when two chemicals are mixed
together, resulting in a violent chemical
reaction and release of toxic gases. The
most common exposure is to chlorine,
which causes severe upper respiratory
distress. Such a reaction may be fatal in
instances where the exposure is to small
children, those with existing respiratory
illness, and the elderly.

The U.S. Environmental Protection
Agency (EPA) states that according to a
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recent survey, 75% of households in the
nation use at least one pesticide per
year. When ingested or misused, house-
hold pesticides can cause acute poison-
ing from ingestion and cause damage to

the nervous system, which may be
permanent. There is also a health threat
to family members when a worker
brings home toxic products from the
workplace for household use.

Current Status and Trends

In 1962 the book, Silent Spring by
Rachel Carson, offered the first frighten-
ing look at widespread environmental
degradation through pollution of the
land, water and air. Silent Spring
planted the seeds of environmental
awareness that continue to grow. Initial
efforts to address environmental con-
cerns focused on controlling pollution.
Over a thirty-year period, billions of
dollars were spent attempting to reduce
the amount of pollution by controlling
emissions from industry and transporta-
tion. While these efforts have led to
successful reductions of pollution in a
single environmental medium (i.e., air,
water, land), in many cases, the pollu-
tion was only transferred from one
medium to another, (e.g., land to air)
and the threat to public health was not
effectively addressed.

In the 1990s, the focus turned to
reducing pollution by eliminating the
chemicals and processes that create the
pollution. The principles of “pollution
prevention” center around the idea of
not creating the products that cause
pollution and are accomplished by using
fewer toxic products, reducing quanti-
ties of polluting wastes, reusing waste
products, and recycling wastes. Reduc-
tion is accomplished by selecting raw
materials that cause less pollution and
developing processes that create less
polluting waste. By eliminating toxic
materials, pollution prevention takes
away the threats to public health
created by them.

Pollution prevention is not exclusive
to industry. Pollution prevention should
involve all sectors of society from the
largest industry to the small “mom and

pop” business to the individual home-
owner. To gain a better understanding
for establishing community pollution
prevention goals, we need to examine
pollution prevention as it relates to
three segments of the community: large
industry, small businesses, and house-
holds.

Large Industry

In Lincoln and Lancaster County, there
are thirty-four businesses which are of
sufficient size to require submission of a
Toxic Release Inventory (TRI) to the EPA.
The TRI provides an indication of those
large industries that contribute toxic
materials to the environment.

Large industries tend to be more
closely regulated than small businesses
by the EPA and the Occupational Health
and Safety Administration (OSHA). As a
result, large industries have been forced
to be more proactive in addressing
health, safety, and environmental issues.
In addition, many labor and union
groups become proactive in environ-
mental issues in the workplace as well
as the community.

Large industries have found that the
cost to control and dispose of toxic
wastes has become a very significant
burden in their attempt to minimize
costs. The demand for raw materials
that result in fewer toxic wastes has
spurred raw-materials producers to
develop less toxic products. To remain
competitive, large industries must keep
up with changing technology, including
machines and processes that reduce the
regulatory impact through pollution
prevention. In addition, programs with a
pollution prevention component are
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often pursued by companies to increase
public trust and reduce worker compen-
sation costs.

Finally, larger industries tend to have
more resources to devote to environ-
mental issues, often including at least
one staff person. They also have the
resources necessary to implement
changes in products and processes that
reduce the waste generated by the
facility. When new technology is devel-
oped, the larger businesses are more
able to justify the cost of change. In
fact, a process change often results in
cost savings due to the decrease in costs
of hazardous waste disposal.

The City of Lincoln and Lancaster
County have chosen to regulate certain
business wastes that pose a health risk
to the public and to employees working
at disposal facilities for better safety and
to assure compliance with state and
federal waste-management regulations.
The program requires Special Waste
Disposal Permits for those wastes that
present health risks. A significant effort
has been made over the life of the
program to encourage the business
community to use the principles of
pollution prevention to reduce the
amount of special waste being disposed
of in the community.

Small Businesses

Small businesses have considerably
fewer incentives and resources to adopt
pollution prevention practices. There are
many factors that influence the deci-
sions of the small business owner
regarding pollution prevention.

Many small business owners do not
possess a clear understanding of poten-
tial health risks from exposure to haz-
ardous and toxic materials. The com-
plexity of environmental rules and
regulations makes them difficult to
understand and apply. Because time is
so important, small business operators
may not take adequate time to become
familiar with the health risks posed by
the products they use, to prevent

releases and clean up spills, to take
advantage of training opportunities, or
to implement process changes or
product substitutions.

For the small business owner, there is
less regulatory pressure because state
and federal regulations typically exempt
small businesses. As a result, small
business owners often spend fewer
resources on pollution prevention,
opting to use them to expand the
business. Because of close profit mar-
gins, a small business owner is less likely
to purchase alternative products to
implement a pollution-prevention
strategy. Small business owners are
often not familiar with nonregulatory
options concerning waste management.
They may not be aware of cost-effective
ways to reduce the use of hazardous or
toxic materials, to reuse the materials, or
to safely recycle these materials.

Small businesses may not have access
to training or may not be aware of
training opportunities. With limited
time, money, and staff, a small business
owner may conclude that it is not
economically feasible to focus on
pollution-prevention practices. The costs
to train, change processes, and imple-
ment new methods can significantly
affect their decisions.

Many small business owners are
fiercely independent and have been
successful in business for a long time.
They know what works for them, and
they often resist suggestions to change
their way of doing business. When a
business has operated successfully for
many years, the resistance to change
can be very great. In many cases,
government is viewed as an impediment
to effectively and efficiently conducting
business. Although independent, many
small business owners reach out to
others for advice in running their
businesses. Small business associations,
trade associations, and nonregulatory
business assistance agencies, such as
the Small Business Administration
SCORE program, could provide support
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in encouraging small businesses to
practice pollution prevention.

As industry and small businesses
recognize and experience the benefits of
pollution prevention, the trend will be
for them to continue adopting the
principles of pollution prevention.
Community efforts should continue to
encourage both large and small compa-
nies to actively practice pollution pre-
vention. Education and technical assis-
tance are the keys to success in this
endeavor.

Households

In 1990, the American Association of
Poison Control Centers reported that
79,000 children were involved in com-
mon household pesticide poisonings or
exposures. According to data from
emergency rooms in Lincoln, 30 to 35
children are seen for household chemi-
cal poisoning each year.

From September 1990 to September
1999, LLCHD emergency response staff
responded to 20 calls related to acciden-
tal releases or improper handling of
toxic chemicals in homes. Two of these
incidents involved acute adverse health
effects on residents living in the homes.

Based on information from the
Community Pollution Prevention Assess-
ment conducted in 1995, skills in
selecting products that are less toxic or
less hazardous were rated low by
householders. Product effectiveness was
the key factor in purchasing, and 81%

of those surveyed indicated they would
be willing to pay more for less toxic
materials. This suggests that with more
education about the toxicity of prod-
ucts, homeowners would buy less-toxic
but more expensive products if the
product was equally as effective.

From 1992 to 1998, over 144 tons of
household hazardous waste were
collected from Lincoln and Lancaster
County residents. In 1998, 33 tons were
collected. These wastes included pesti-
cides, solvents, items containing PCBs,
and heavy metals. Citizens with waste
locally recyclable, such as motor oil,
antifreeze, batteries, and fluorescent
bulbs, were referred directly to local
recyclers.

Citizens unsure how to get rid of a
waste will often store it, increasing
health risks in the home. In a 1993
survey taken at household hazardous
waste collections, 45% of participants
reported that they would have contin-
ued to store the hazardous waste at
home if the collection was not available.
Twenty-three percent of collection
participants would have put the hazard-
ous waste into a trash can. In a 1995
minority survey, 39.8% of respondents
said they or someone in their home
changes their own car oil. Of those
changing their own oil, 11.5% keep or
store it and 33.5% dispose of it improp-
erly (put it in the garbage or pour it
down the drain, in the street, or in the
backyard.

Health Disparities

“Environmental Health Hazard Risks In
The Minority Community,” a study
conducted by the LLCHD in 1997,
revealed the following influences on the
risk of exposure to toxic and hazardous
materials in the minority populations in
Lincoln:

+ The tendency to use hazardous
materials for purposes other than

their intended use. An example is
using gasoline as a cleaner.

+ The tendency to accumulate hazard-
ous materials as a form of wealth.

+ Consumption of fish from water
sources that may contain toxic
pollutants.

+ Distrust of the safety of public drink-
ing water.
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+ Lack of familiarity with public facili-
ties for hazardous waste disposal.

The reasons for these disparities involve
barriers caused by cultural differences,

language, social upbringing, and lack of

education. Further development of
educational programs to reduce risks
among the minority populations is

needed. No single community program
will work for all minority communities.
To overcome these barriers, the overall
community needs to develop and
support programs within the minority
communities that fit the culture and
language of that community.

Public Health Infrastructure

An ongoing mechanism for evaluating
the impact and success of community

interventions to reduce the public health

risk posed by hazardous and toxic

materials is needed. The development
and periodic implementation of an
environmental health behavior and risk
survey is recommended.

Recommendations

Reduce the public health risk posed by
hazardous and toxic chemicals the
following actions are recommended:

+ Community efforts should continue
to encourage large businesses to

actively practice pollution prevention.

Education and technical assistance
are the keys to success in this en-
deavor.

+ Pollution-prevention efforts for small
businesses need to be directed
toward the development of educa-
tional partnerships that target trade
associations and small business as a
means of reaching the small-business
owners. Programs with incentives
should be offered to small businesses
to overcome the factors that inhibit
small businesses from practicing
pollution prevention.

+ Pollution prevention efforts need to
be facilitated through organizations
in order to be successful in the small-
business community. Community
colleges and technical schools should
be partners in promoting pollution
prevention in small businesses.

* More effort and resources should be
directed toward addressing pollution
prevention in the home, with a focus
on reducing the health risks associ-
ated with use of toxic products.

+ The community needs to continue to
regulate the disposal of hazardous
and toxic waste in the city and county
to assure that the health risk to public
and city workers is minumized.

+ The overall community needs to
develop and support programs within
the minority communities that fit the
culture and language of that commu-
nity.
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Table 1

Related discussion
or indicators are
located in the
chapters on Water
Management, Clean
Outdoor Air, Clean
Indoor Air, Public
Health Emergency
Management, and
Waste Management.

1.

Currently no data source.
Lincoln-Lancaster County Health Depart-
ment. Estimated number of poisonings of
children under 6 due to household
chemicals, 1992-1995. Tabulation derived
using E-codes 850-869 with available
Injury Surveillance Data (Emergency Room
Visits) 1992-1995, mortality data 1987-
1998, and inpatient hospitalization
discharge data. The local objective repre-
sents a 25% reduction, which is the overall
national objective as well.

U.S. Department of Health and Human
Services, Office of Public Health and
Science, Healthy People 2010 Objectives:
Draft for Public Comment, September
1998. The national objective is to reduce by
25% the number of poisonings from those
tabulated in 1995 by the Toxic Exposure
Surveillance System, American Association
of Poison Control Centers. While national
tabulations of poisonings are not compa-
rable to the local rate, the goal of a 25%
reduction is the same.

Currently no data source. A measurement
strategy for this grouping of pollutants
needs to be developed. The local objective
parallels the national objective of a 25%
reduction.

U.S. Environmental Protection Agency, EPA
Strategic Plan, 1997, pp. 37. The national
objective is to reduce this type of pollution
by 25% from the 1992 level by the year
2005. No data, pollutants or measurement
methods are specified in the EPA Strategic
Plan document.

5. Currently no data source. A measurement

strategy needs to be developed that utilizes
data from Tier Il, TRI, RMP and Special
Waste categories of hazardous substances
used by businesses.

Lincoln-Lancaster County County Health
Department, Community Pollution Preven-
tion Assessment: Household Report, 1995.
Household survey data indicating the
percentage of adults reporting that they
purchase less toxic products “often” or
“very often”.

Lincoln-Lancaster County County Health
Department, Community Pollution Preven-
tion Assessment: Household Report, 1995
(49%) and Environmental Health Hazard
Risks in the Minority Community, 1997.
(37%). Household survey data indicating
the percentage of adults reporting that
they properly dispose of used car oil after
changing it.

City of Lincoln, Department of Public
Works. 1998 data provided by staff from
the results of random load checks at both
Lancaster County landfills.
Lincoln-Lancaster County County Health
Department, Environmental Health
Division. The standard is maintained —
toxicity levels are below NPDES required
levels. The objective is therefore to
maintain these toxicity levels below NPDES
limits.
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Health Objectives for the Year 2010: Reduce the adverse public health
impact caused by chemical accidents and natural disasters.

Health Implications

Whether a disaster in the community is
caused by a natural event (tornado,
flood, earthquake, or snowstorm),
accidently by people (chemical spill,
large fire, or chemical air release), or
purposely by people (a terroristic chemi-
cal or biological event) the results are
very similar. The resources of the entire
community can be taxed beyond their
limits. Basic needs, such as shelter, food,
and water, may be taken away. The
public health implications are numerous
and complex. Those things citizens take
for granted that provide a healthy
community may suddenly become
unavailable.

Natural Disasters

Natural disasters usually involve the
destruction of property and the dis-
placement of people. Power is often
lost, and communications may be
severely hampered. Transportation is
disrupted. Water supplies may become
contaminated. Sewage systems may fail.
Food, which is normally protected,
becomes an attractant to insects and
vermin. Many citizens maybe injured,
and there may be loss of life. When
these events occur, the community
becomes more vulnerable to the spread
of disease. Destruction of property also

opens up the possibility that hazardous
materials may be released into the
environment. When chemical contain-
ment and safety systems fail, these
materials may cause both acute and
long-term adverse health effects to
those who are exposed to the material.

Providing shelter for citizens who are
displaced from their homes creates
unique health problems. Because shelter
needs may extend over several days and
even weeks, sanitation in the shelter
must be monitored closely to control
the spread of illness and parasites. The
medical services in the community can
be taxed beyond limits. Many injured
may need care. The stress of such events
typically cause more heart attacks and
mental disorders than normal, which
place an additional burden on the
health system. The elderly and those
with severe chronic health problems are
particularly vulnerable and will require
special attention to assure the mainte-
nance of their health status.

A public health issue in emergency
response that is often overlooked is that
of animal control. Pets and livestock
become separated from their owners
and are forced to fend for themselves in
the environment. Many animals may
become afraid and defensive, creating
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an increase in numbers of animal bites.
The potential for development of a rabid
animal population increases.

All of these natural disaster results
may persist over a long period of time
until the community can recover. Com-
plete recovery could take several months
up to years.

Chemical Releases

Accidental releases of chemicals into the
environment have varying effects on a
community, depending on the material
released and the media it is released
into (air, water, or soil). Releases into the
water and soil have much less immedi-
ate public health impact than release
into the air. Air releases of toxic chemi-
cals nearly always require an emergency
response to assure protection of the
public. Depending on the type and
guantity of material released, the public
health impact can include dermatitis,
respiratory distress, neurological dam-
age, and damage to vital organs. The
effects range from mild irritation to
coma and death. In some instances
exposure to a toxic chemical can lead to
a debilitating illness or cancer many
years later.

Although an airborne toxic release
creates an immediate or acute problem,
once the release is contained, the
immediate effects become short-lived.
However, during the time the event is
occurring, the health risks are far higher,
with the probability that injury and
death will be greater, and in some
instances significantly greater. These
events can last from hours to several
days. Except when a chemical contami-
nates the environment or when a
significant proportion of the population
is harmed, the demand for disaster
resources tends to be less than in a
natural disaster. Disruption of utilities
may also be considerably less and
sheltering may be needed for a much
shorter duration.

Finally, cleanup of a release site has a
significant impact on public health. With
most toxic chemicals, it is necessary to
remove all contaminants and perform
environmental testing to assure that no
threat to public health remains. In
addition, depending on the chemical
exposure, those people exposed may
require medical monitoring over an
extended period of time.

Terrorism

Acts of terrorism may take place in the
form of an exploding bomb, the inten-
tional release of a highly toxic chemical,
or the release of a deadly pathogenic
organism. The effects of an exploding
bomb are similar to the effects of a
natural disaster, only more limited in
scope. Property damage, injury, and
death are the prime objectives of the
terrorist — to cause political change. In
addition, the terrorist usually has a
specific target in mind.

Terrorists who use chemical and
biological agents as terroristic weapons
want to make a statement by killing and
injuring people and causing terror.
Damage to property is not of concern
and in fact may be something the
terrorist wants to avoid. In either case,
with one exception, biological and
chemical attacks are similar to acciden-
tal air releases of highly toxic materials.
The exception is that chemical attacks
generally have an immediate impact
that overpowers the emergency-re-
sponse capability, where as a biological-
agent attack has a delayed effect.
Typically, there may not be an emer-
gency response to a biological-agent
attack unless the perpetrator announces
the attack at or before the time the
attack occurs. The public health re-
sponse to a chemical attack is the same
as for a toxic air release, while the
response to a biological attack is much
more extensive and will involves all
facets of the public health delivery
system.
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Table 2: Number of
residences,
businesses and
industries affected

In any event, the health effects of a
chemical or biological terrorist attack
range from severe dermatitis, severe
respiratory distress, and severe neuro-
logical damage to damage of vital
organs and death. Where biological

agents are used, disease may be spread
by person-to-person contact through
airborne aerosols or water. The potential
exists for many people to be injured,
made ill, and killed.

Current Status and Trends

Natural Disasters

Determining the risk presented by a
natural disaster is difficult at best. By far
the most serious natural disaster threat
in Lancaster County is from tornadoes,
which occur frequently in the Midwest.
Most occur during the months of May
through early July. Data from the
Lincoln-Lancaster County Emergency
Management Office show that from
1950 to 1998 there have been thirty
tornados in Lancaster County.

Flooding occurs on a regular basis in
Lincoln and Lancaster County. Because
of the extensive flood-control work
done over the years, the chances of a
disastrous flood have been reduced.
Despite those efforts, flooding is consid-
ered to be the most likely naturally
occurring disaster in the community.
One hundred-year and 500 year flood
data indicate the worst flooding sce-
narios. Table 2 shows the numbers of
residences, businesses, and industries
that would be adversely effected by
100-and 500-year flood.

In 1996 an ice and snow storm caused
significant concern in the community.
Power and communications were

by flooding in disrupted for up to five days. A serious
Lincoln. public health concern was hypothermia,
100-year flood 500-year flood
Residences
Single Family 2,122 2,788
Duplexes 149 209
Multiple Family 99 109
Businesses 306 366
Industries 340 418

especially for the elderly. In addition,
some immigrant families were forced to
find alternate sources of heat. There was
a serious concern they would use
charcoal grills, propane heaters, and
other heat sources not properly vented
to the outside air and then be exposed
to carbon monoxide.

Chemical Releases

From September 1, 1998, to the same
date in 1999, LLCHD staff responded to
178 hazardous material spills, releases,
and abandonments. This represents a
65% increase over the previous year.
Figure 1 shows the annual response rate
since September 1993. Since 1993 the
number of emergency responses has
increased nearly ten-fold, from 18 to
178. Fortunately, few of these responses
involved a very serious public health
threat. Lancaster County has 22 facilities
that participate in the mandatory EPA
Risk Management Program because they
store sufficient amounts of extremely
hazardous substances such as chlorine
and ammonia. Lancaster County is also
considered by many to be the number
one, two hazardous chemical transpor-
tation hub in the United States. Many
shipments of hazardous materials go
through the county by truck, rail, and
pipeline each day. According to a
Burlington Northern Santa Fe represen-
tative, approximately 46,000 shipments
of hazardous materials go through the
county rail each year. The chances are
very high that a serious accident involv-
ing hazardous materials will occur in
Lincoln or Lancaster County.



178
150 - - -
103
100 -~ - - -
83
75

50 - - -

18
0 ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,

1993-94  1994-95 1995-96 1996-97  1997-98  1998-99

Figure 1: LLCHD
Annual Emergency
Responses.

Terrorist Threats

Lincoln is among 250 cities identified by
the U.S. Departments of Defense and
Justice identified as a potential target
for terroristic activity. As the seat of
state government, the location of a
major state educational institution with
a nationally recognized football team,
and the headquarters of several federal
offices, including a federal court house
and immigration service office, Lincoln is
considered to be a site that would
attract terrorist activity. In addition,

Lincoln has an abortion clinic that has
been the target of controversy in the
news and on the Internet. Abortion
clinics are high on the list of potential
terrorist targets.

Addressing the Public Health Threat

The best defense against the adverse
effects of natural disasters, toxic chemi-
cal accidents, and terrorist attacks is
adequate planning, preparation and
exercises. The planning should include
methods for rapidly deploying resources
that maintain the social fabric of the
community and ways to provide infor-
mation to the community to reduce the
adverse effects of the event. The Lan-
caster County Office of Emergency
Management has the responsibility of
maintaining a Local Emergency Operat-
ing Plan. The Local Emergency Planning
Committee, set up under federal Emer-
gency Planning and Community Right to
Know Act regulations, has the responsi-
bility for planning for hazardous chemi-
cal releases. Both of these bodies bring
various sectors of the community
together in the planning processes.
Public health must remain an integral
part of those planning processes.

Health Disparities

When disasters strike a community,
those citizens who are at greatest risk
are sensitive populations and the
homebound, frail, and elderly, who
cannot adequately protect themselves.
Sensitive populations include people in
facilities like hospitals, prisons, nursing
homes, and even churches, schools, and
recreation facilities — any place where
people rely on others to determine their
safety. In events involving chemical

exposures, in addition to those groups
already mentioned, small children and
those who suffer from chronic respira-
tory illnesses become vulnerable to the
effects of the chemicals released. Much
of the public health risk is dependent on
the nature of the disaster, but one thing
is certain: a disaster does not choose its
victims, and every segment of the
population will be adversely affected in
some way.
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Recommendations

The nature of assuring public health in
the event of an emergency is one of
making sure that the infrastructure of
the community includes adequate
resources, skills, planning, and ability to
respond effectively in a timely manner.
In addition, the community infrastruc-
ture needs to be capable of activities
that actively monitor the capacity to
respond, reduce risk, and prevent
potential disasters from occurring. All
the recommendations in this area are
focused on establishing and maintaining
the necessary infrastructure.

Whether disaster events are naturally
occurring or human caused, they have a
significant impact on public health. It is
vital to the community that health issues
be addressed through the planning
process. Active participation by health
professionals in any disaster planning
and prevention activities is strongly
recommended.

The public health infrastructure must
be prepared to reduce the public health
risk in the community to the greatest
extent possible during a disaster. Agen-
cies and institutions must prepare by

+ Assure that personnel are training to
work successfully in disaster situa-
tions regardless of the type of disas-
ter that occurs.

*

*

Periodically review and update plans
and then exercise those plans on a
regular basis to assure their contin-
ued effectiveness.

Have the necessary procedures in
place to handle mass casualty inci-
dents in a caring and efficient man-
ner.

Assure adequate equipment necessary
to handle any disaster event and
sufficient medical supplies will be
available in the community to work
through the first 48 hours of the
disaster.

Obtain a mobile public health emer-
gency response support vehicle to
support field operations in chemical
accidents, epidemiological investiga-
tions, and natural and manmade
disasters and to serve as a mobile
coordination center to obtain state
and federal assistance.

Assure adequate epidemiologically
trained staff will be available to
support on-going investigations and
monitoring of health during disaster
events.

Assure that emergency rooms will
have the capacity and capability to
decontaminate and treat victims of
chemical accidents and terrorism.
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Table 1

Related discussion
or indicators are
located in the
chapters on Safe
Food, Water Man-
agement, Clean
Outdoor Air, Toxic
and Hazardous
Materials, and Waste
Management.

1.

Currently no data source.

United States Department of Defense,
Domestic Preparedness Report, Defense
Against Weapons of Mass Destruction,
1998.

Local Emergency Operations Plan (LEOP)
for Lancaster County, August 1996.
Revision currently being conducted by
Lincoln-Lancaster County of Office
Management.

Nebraska Emergency Management Agency,
Status of Nebraska Local Emergency
Planning Committees, December 2, 1999.
Represents the percentage of counties
within Nebraska that have approved plans
in place to protect the community.

In Lancaster County there are currently no
standards developed to assure protection
of public health in key areas of training,
medical monitoring, incident command,
emergency operations, mass casualties,
sanitation, shelter, and essential services.

5.

Currently no data source. Could be
obtained through development of a
community surveillance system targeted at
various environmental topics.

Estimated by LLCHD field staff based on
work with RMP, Tier Il and transportation
modeling. Based on risk analysis using RMP
methodology and data from RMP, Tier I,
and transportation sources.

Nebraska Department of Environmental
Quality, Hazard Screening of Anhydrous
Ammonia in Nebraska, June 27, 1995. 41%
of the population in Nebraska are exposed
to Anhydrous Ammonia at their place of
residence. Greater than 90% of Nebraskans
are at risk of exposure to Anhydrous
Ammonia due its transport along key
transportation corridors.

Currently no data source. Could be
obtained through development of a
community surveillance system, or through
a joint effort with the American Red Cross
and other organizations that certify
individuals in CPR and basic first aid.
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Health Objectives for the Year 2010: Reduce the impact on public and
environmental health and safety caused by improper disposal, manage-
ment, or treatment of solid and liquid wastes.

Health Implications

Waste minimization and management
were nationally recognized as major
priorities for the 1990s. Without im-
proved waste reduction, reuse, and
recycling programs established both
privately and publicly, health and
environmental consequences will likely
impact the citizens of Lancaster County.
Vector populations (rodents, insects),
polluted groundwater, over use of
landfills, indiscriminate dumping and
littering, overconsumption of resources,
fires from improper storage, and the
general “trashing” of our environment
are consequences of concern to present
and future generations.

In recent years, there has been
dramatic improvement in Nebraska
regarding how we manage solid waste
(more commonly called trash). Several
years ago, management of solid waste
was generally accomplished by disposal
in approximately 350 unlicensed open
dumps and 35 licensed landfills. These
sites were often poorly located, de-
signed, and operated, and many posed
a threat to the underlying groundwater.
Legislation passed in 1992 shifted the
emphasis of solid waste management
from a purely disposal-based system to
an integrated system that focuses on

reducing, recycling, and reusing, as well
as safer methods for waste disposal.’

The high quality of life in Lincoln and
Lancaster County, including the overall
cleanliness and beauty, is a community
standard, however, standards are always
subject to change. Experience in many
parts of the United States has shown
that as the solid-waste standards of a
neighborhood or community decrease,
the public tends to lose its willingness to
accept personal responsibility for solid-
waste problems. Community degrada-
tion transcends solid waste to encom-
pass the areas of health, crime, social
welfare, and the general economy, thus
significantly reducing quality of life. The
"broken window" thesis demonstrates
that by making improvements, like
cleaning up a neighborhood, the whole
neighborhood is affected in a positive
way.?

With Lincoln’s and Lancaster County’s
record of pride in the living environs, it
is hoped that government and citizens
will continue to rally to develop and
utilize innovative waste minimization
and management programs, thereby
protecting our local health, well being,
safety, and environment. The Bluff Road
Landfill has been designed and main-
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tained to avoid environmental pollution.
The following key issues and pro-
grams will be discussed under Current
Status and Trends: landfill, recycling,
waste reduction, yard waste com-
posting, refuse-hauling services, gar-
bage complaints, limited landfills,
construction site waste, Keep Lincoln
and Lancaster County Beautiful pro-

gram, non-point source pollution, illegal
dumping, cleanup activities, litter
reduction, environmental education,
and environmental awards.

The topics of toxic reduction, pollu-
tion prevention, hazardous material risk
reduction, and special waste are ad-
dressed in Healthy People 2010 Toxic
and Hazardous Materials.

Current Status and Trends

In 1991, the Environmental Protection
Agency (EPA) promulgated stringent
environmental regulations for municipal
solid waste (MSW) management in
landfills.? Prior to that time, EPA’'s focus
had been on treatment of hazardous
wastes while MSW was much less
regulated, creating problems such as
groundwater contamination and landfill
gas migration.

These EPA rules were adopted by the
Nebraska Department of Environmental
Quality, with additional legislation (LB
1257, the Integrated Solid Waste
Management Act) requiring local
government to become more respon-
sible for managing solid waste in their
respective communities. The state’s
Integrated Solid Waste Management
Act requires local governments to
develop solid waste management plans,
set prohibitions against disposal of
“"banned” waste items in landfills, and
establish incremental recycling goals.*

The result of this legislation was the
closure of old landfills, a reduction in
certain hazardous waste (oil, batteries)
entering landfills, an increase in recy-
cling, and conservation of existing
landfill space. While these significant
improvements have greatly benefited
both the environment and public health,
the cost of solid waste management has
increased dramatically in Nebraska and
nationally.

In 1990 the average annual expendi-
ture for solid waste management
programs was $2.1 million compared to

$6.5 million in 1999.5 This increase in
expenditures for solid waste manage-
ment is a direct result of additional
emphasis toward environmental protec-
tion standards and developing waste
recycling and reduction programs. The
tipping charge (fee per ton or load) at
Lincoln’s solid waste disposal sites fund
numerous allied solid-waste manage-
ment efforts in addition to the landfill
operation. These include recycling drop-
off sites, recycling education, recycling
technical assistance, yard waste com-
posting, closure of the North 48th Street
Landfill, household hazardous waste
collections, special waste management
and technical assistance, and illegal
dumpsite cleanups.

In FY 1988-89 the per capita disposal
of waste was 2,506 pounds per year. Ten
years later, in FY 1998-99, with an
estimated 286,322 tons of waste depos-
ited in the Bluff Road Landfill, the per
capita amount is 2,431 pounds per
year.® This represents a 3% decrease in
the disposal rate per capita. The per
capita disposal rate has fluctuated from
year to year over the last decade. The
overall decrease is attributed to a
number of factors. This includes in-
creased recycling by businesses and
individuals, and improvements in
packaging called “light-weighting,”
which has reduced the weight of pack-
aging. Increased emphasis on waste
reduction by area businesses has also
played a role.

Population in the county over the ten-
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year period increased 11.3% to an
estimated 235,539 people. However,
with the improved economy and result-
ing increased economic activity the
overall per capita disposal rate may have
reached its low point and appears now
to be increasing slightly.

In FY 1997-98, the municipal solid
waste that includes the residential and
commercial waste disposed of in the
Bluff Road Landfill plus the amount of
traditional materials recycled and
composted by the public and private
sectors totaled approximately 449,375
tons. Of this total, 280,000 tons, or
62.3% of the waste, was landfilled, and
169,375 tons, or 37.7%, was recycled.®
Although the City and County continue
to rely on the landfill as the principal
means of managing waste, recycling
and composting have become important
elements in the solid waste manage-
ment system.

Additional recycling and waste
diversion practices are also operating in
the County. In FY 1997-98 more con-
struction and demolition (C & D) debris
was recycled by the private sector than
was disposed of in the C & D landfill.
Approximately 232,800 tons of concrete
and asphalt were recycled by the private
sector compared to 88,341 tons dis-
posed of in the 48th Street C& D
landfill. More than 28,903 tons of

sewage sludge (biosolids) were reused
by farms as a fertilizer in the same
period. Wood debris from the October
1997 snowstorm were recovered for
beneficial use rather than burning or
burying it as waste. The storm gener-
ated the equivalent of one year’s worth
of municipal solid waste at the sanitary
landfill. It was shredded into more than
23,000 dump-truck loads of wood chips
that were used in a beneficial manner in
the county.®

Future trends in solid waste manage-
ment for Lincoln and Lancaster County
will likely include continued emphasis
on toxicity reduction, increased residen-
tial and commercial recycling; continued
closure and environmental monitoring
of the North 48th Street Landfill; utiliza-
tion of landfill gas at the Bluff Road
Landfill; and continued development,
long-term responsible management and
maintenance, of the Bluff Road Landfill.

Residential refuse collection service in
Lancaster County is provided by inde-
pendent refuse hauler businesses.
Garbage service is not mandated by
local code for all households. Solid and
liguid waste hauling businesses are
permitted by LLCHD.® An annual inspec-
tion of the waste hauling vehicles
reduces the chance of spillage during
transport of the waste. A national trend
is the consolidation of waste manage-
ment firms; that is, the percentage of
small hauling businesses and municipal
collection systems are decreasing, and
many sanitary landfills are being priva-
tized as well. In Lancaster County,
however, maintaining high standards of
private service by the haulers and high
standards for quality control of landfill
operations is important.

Accumulation of garbage, improper
garbage storage, rodent/insect prob-
lems, and other public health nuisances
are handled on a complaint basis. In
1998-99 LLCHD received 1,264 com-
plaints to investigate.” If a property
owner fails to remove garbage after
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receiving a five-day notice from LLCHD,
the condition is abated. All costs associ-
ated with the abatement are then
assessed to the property. These efforts
reduce infestations of rodents and
insects, access to garbage by animals
and people, and litter.

Construction sites create multiple
waste management issues. Lincoln and
other communities in the county have
an ongoing trend of growth, and the
construction industry has been stretched
to meet the needs. Material waste and
refuse from construction sites that are
not properly contained create litter
problems. Adequate toilet facilities need
to be provided to prevent unhealthy
sanitation practices. Sediment erosion
into streets and storm drains creates a
major source of non-point source
pollution. Each of these issues must be
addressed through education and
enforcement, as needed.

The Keep Lincoln and Lancaster
Beautiful Program has evolved from the
Lincoln-Lancaster County Clean Commu-
nity System program, which began in
1982. It is an affiliate of the Keep
America Beautiful organization and uses
a behavior-based systems approach to
changing attitudes and practices related
to proper solid waste management —
objective information, citizen involve-
ment, and a focus on results and posi-
tive reinforcement.® This program
coordinates the non-point source
pollution stenciling project, the cam-
paign for reporting illegal dumping, the
neighborhood and mini-grant cleanups,
litter and illegal dumping reduction
education, and the annual Lincoln and
Lancaster County Environmental Awards
Program.

Non-point source pollution (NPSP) is
pollution found in water running off
streets, parking lots, and lawns into
storm drains. NPSP is the major cause of
pollution in our nation’s lakes and
streams. To educate the public, a storm
drain stenciling program was started in

1994, where inlets are stenciled with
“No Dumping, Leads to Stream.” Ap-
proximately 7,000 inlets have been
stenciled by volunteers from 1994 to
1999. Homes near newly stenciled sites
receive a fish-shaped door hanger
explaining what NPSP is and how to
avoid contributing to it. The stenciling
effort resulted in a permanent approach
in 1997. All newly installed inlets are
required to have the “No Dumping,
Leads to Stream” message imprinted
into the concrete.

In 1996 an educational campaign was
started to address the problem of illegal
dumping. A local task force developed a
strategic plan, including increasing
public awareness, improving reporting
of dumping incidents, and aggressive
enforcement. Four reusable billboards
were designed encouraging people to
report illegal dumpers. Three of these
were adapted into bumper stickers to be
used on county vehicles and sheriff cars.
Improvements were made for the
surveillance, reporting and timely clean
up of these sites. Reported illegal
dumping has decreased 23% from FY
1995-96 to FY 1998-99.7 In 1999 signs
were developed for installation on
county roads at locations with repeated
incidences of illegal dumping, at the city
limits of Lincoln, and at the Lancaster
County lines. Enforcement is pursued in
every situation possible.

An annual grant from NDEQ has
provided funding for cleanup mini-
grants as an incentive to clean up litter
on public land. In FY 1998-99, 2,654
volunteers cleaned up 228.5 tons of
waste. Twenty-three mini-grants were
awarded to neighborhood associations,
villages, families, groups, and organiza-
tions.® Cleanup to reduce litter is an
important focus in helping keep our
communities clean and healthy.

A trend of concern is that as children
become teenagers, they appear to lose
their value of caring for the environ-
ment. A severe and ongoing litter
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problem exists at most high schools in
Lincoln. Talks with school administrators
have provided little success and usually
resulted in increased cleanup by mainte-
nance personnel rather than behavioral
modification of the students. A strong
high-school environmental educational
program and a peer-driven program for
maintaining clean schools are needed.

Since 1993 the Star City Holiday
Parade has been promoted as a litter-
free event. Sixty sidewalk volunteers
educate the crowds and make it easy for
people to properly dispose of their litter.
Up to 80 additional volunteers form a
parade walking unit that presents the
“litter free” message in a fun and festive
way.

The trend from paper to plastic
shopping bags has increased the prob-
lem of litter in the environment, espe-
cially at the landfill and in commercial

areas. These nonbiodegradable, light-
weight plastic bags are easily picked up
by the wind and carried great distances.
Since 1995 the Earth Wellness Festival
annually provides nearly 3,000 Lancaster
County fifth-graders with hands-on
environmental educational experiences
relating to the land, water, air, and living
resources. Fifteen representatives from
11 agencies serve on the steering
committee to organize this event and
300 volunteers make it happen.
Recognition of those who exemplify
environmental stewardship in the
community is the focus of the annual
Lincoln and Lancaster County Environ-
mental Awards Program. Each April,
near or on Earth Day, this award pro-
gram recognizes both large and small
businesses, individuals, educators, and
residential developers for their positive
efforts that impact our environment.

Health Disparities

Because refuse service is not automatic
nor required for single family homes or
duplexes, many rental residences do not
have refuse service. This reflects most
strongly on the low-income populations
in Lincoln. An attempt to change state
statute to allow Lincoln to require refuse
service for all rental residential property
failed to pass in 1999, but will continue
to be pursued by the City of Lincoln.
The report “Minority Community

Environmental Health Hazards Risk
Survey” identified that persons of racial
or ethnic minority had strong interest in
basic environmental health issues such
as sanitation.® Outreach and education
programs that address basic environ-
mental health issues, such as refuse
storage and disposal, insect control,
rodent control, and recycling, all should
be developed.

Public Health Infrastructure

Statistical information is gathered
annually for reports and record keeping.
This includes solid waste nuisance
complaint data, landfill data, wastewa-
ter treatment facilities data, and recy-
cling data. Lincoln ordinances and
County resolutions are reviewed and
updated as needed to maintain the level
of regulation required to maintain the

public health related to waste. State
statute revisions will be proposed to
allow Lincoln and Lancaster County to
address waste issues. LLCHD policies and
procedures will be maintained to assure
adherence to policies as approved by
the Board of Health. A community
survey should be completed to provide
data on the indicators selected.
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Recommendations

*

Keep the per capita waste disposal at
or below the existing level.

Revise the Lincoln Solid Waste Plan in
cooperation with Lincoln Public
Works and Utilities.

Enhance end-market opportunities to
separate materials for recycling.
Encourage resource conservation
through economic development
opportunities.

Encourage recycling by reducing the
cost of curbside recycling services.
Establish additional Recycling drop-
off sites.

Strengthen end use in the region for
land application of bio-solids and
beneficial use of yard waste compost.
Revise the Lincoln Solid Waste Code
(Lincoln Municipal Code 8.32).

Revise or delete the Limited Landfill
permitting requirements in the Health
Code.

Educate about and enforce littering
violations at construction sites.
Implement construction-site best
management practices as a means to
enhance surface water quality by
reducing soil erosion.

Assure adequate toilet facilities are
available at construction sites.
Maintain the behavior-based system-
atic approach to changing attitudes
and practices related to proper solid
waste management, using objective
information, citizen involvement, and
a focus on results and positive
reinforcement.

Adopt an ordinance that requires
mandatory collection for household

refuse on rental residential properties.

Continue the shift of solid/liquid
waste enforcement from re-active to
pro-active.

*

Identify and clean up any remaining
dump sites in Lancaster County.
Develop and maintain a system of
education, enforcement, and clean
up, to address the problem of illegal
dumping. This includes dumping in
the county right-of-ways, at recycling
sites, at parks, and in other people’s
dumpsters.

Provide education and information to
the public to inform them of proper
disposal requirements or recommen-
dations for waste, such as household
hazardous waste, old tires, old
appliances, and lawn waste (grass
and leaves).

Promote the behavior-based systems
approach to changing attitudes and
practices at high schools to reduce
their litter problem.

Encourage household usage of
reusable shopping bags.

Continue to promote environmental
awareness and commitment through
expanded school curriculum, public
information programs, publicity,
special events, minority community
centers and organizations, legislative
action, and special-interest groups.
Establish a community-lead outreach
program on home environmental
issues with minority community
groups.

Assure recycling opportunities are
made available and located in coop-
eration with minority community
centers and organizations.

Promote a “mini-grant” or barter
system for cleanup, education, and
recycling activities with minority
community centers.
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Related discussion
or indicators are
located in the
chapters on Toxic
and Hazardous
Materials and Public
Health Emergency
Management.

Table 1

1.

Currently no data source.

Currently no data source. Could be
obtained through community surveys or
development of a community surveillance
system. Recycling should be defined as
people surveyed who report routinely
recycling at least three of the following
recyclables: newspapers, aluminum cans,
tin cans, glass, milk and pop plastic bottles,
or mixed/office paper.

Dept. of Public Works and Utilities, City of
Lincoln. 1998-99 calculation of the total
amount of waste received at the county
landfill, divided by the population in
Lancaster County.

Includes only illegal dumping on public
property referred for clean up by Lincoln-
Lancaster County Health Dept. (LLCHD),
combined three year average for 1996-97,
1997-98, and 1998-99.

Lincoln-Lancaster County Health Dept.
Data (LLCHD), combined three year average
for 1996-97, 1997-98, and 1998-99.
Currently no data source. Could be
obtained from current photometric survey
data or future litter survey index data
collected by the Keep Lincoln-Lancaster
County Beautiful Program.

Currently no data source. Could be
obtained through development of commu-
nity surveillance system or through joint
efforts with garbage removal services in
each community.

Currently no data source. Could be
obtained through community survey
including a question such as,”In the past

30 days have you dropped litter, including
cigarette butts, on city sidewalks, streets,
parking lots, parks, or other people’s
property.”

Figure 1

1.

Lincoln-Lancaster County Health Depart-
ment data.

Narrative sources

1.

Nebraska’s Environment 1997 — 25 Years of
Environmental Programs, Nebraska
Department of Environmental Quality
George L. Kelling and Catherine M. Coles,
Fixing Broken Windows, (New York: Simon
and Schuster, 1996).

Environmental Protection Agency — 40 CFR
258

Integrated Solid Waste Management Act
(NRSS 13-2001 through 13-2043), Ne-
braska Department of Environmental
Quality, 1200 N Street Suite 400, Lincoln
NE 68509, phone 402-471-2186,
<www.deq.state.ne.us>

Lincoln Public Works and Utilities — Solid
Waste Operations, 6001 Bluff Road, Lincoln
NE 68517.

Lincoln Municipal Code 8.32.
Lincoln-Lancaster County Health Depart-
ment data.

Keep America Beautiful, Inc., 1010 Wash-
ington Blvd., Stamford, CT 06901, phone
202-323-8987, <www.kab.org>
Environmental Health Hazard Risks in the
Minority Community, Lincoln, NE, by
Rodrigo F. Cantarero, Ph.D. and Blanca E.
Ramirez, M.C.R.P.



Animal Control

Health Objectives for the Year 2010: Reduce injury and deaths
associated with animal bites and attacks. Reduce behavior of molest-
ing, abusing, and neglecting animals. Increase public health and safety
by educating the public regarding responsible pet ownership and by

enforcing of local ordinances.

Health Implications

Animal Bites

Each year, animal attack injuries result in
approximately 12 human deaths in the
United States. The Center for Disease
Control (CDC) reported 279 fatalities
between 1979 and 1994. In 1995 there
were 11 deaths and 14 in 1996. For the
1979-96 period, 3 deaths were docu-
mented deaths in Nebraska.” None have
occurred in Lincoln. CDC and the Insur-
ance Information Institute has also
highlighted the following:

1. Dog bites are the number one public
health problem of children, ahead of
measles and mumps combined. More
than half of all children 12 and
younger have been bitten by a dog.
Children are the victims in 60% of the
dog bites.?

2. Reported dog attacks have increased
at a rate of 2% annually and 37%
from 1986 to 1994.2

3. Every 40 seconds someone in the
United States seeks medical care
because of a dog bite. About 4.5
million injuries occur from dog bites
in the United States every year, with
800,000 requiring medical treatment.?

4. Insurance companies paid an esti-
mated $250 million in dog bite
liability claims in 1996. State Farm
Insurance Companies reported more
than 11,000 dog-bite claims and
more than $80 million paid out in
liability claims in 1997. The average
insurance liability claim per dog bite
cost is $12,000.2

5. The chances of being bitten by a dog
in 1999 are 1 in 50. The chances that
the victim of a fatal dog attack will be
a burglar are 1 in 777 but the
chances it will be a child are 7 in 10.2

Additionally, in the January 20, 1999
issue of the Journal of the American
Medical Association, CDC, in a letter to
the editor, stated that of dog-bite
injuries resulting in hospital charges,
direct medical charges are estimated at
$164.9 million and represent only 65%
to 70% of the total cost of injury.
Rabies, a potentially fatal disease, is a
possible threat from animal bites. The
incidence of rabies deaths is low in the
United States, yet each year approxi-
mately 16,000-25,000 persons receive
prophylaxis.? In the Midwest, skunks are
the primary carrier of rabies. However,
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Unaltered Pet 65 67
M Spayed/Neutered Pet
4 39 39
21
Female Cat Male Cat Female Dog Male Dog

an extremely aggressive form of raccoon
rabies became epizootic in the eastern
states during the late 1990s and has
moved into eastern Ohio as of 1999.
This may become a factor locally some
time in the next five to six years. In
addition to rabies, animal bites can be
the source of viral and bacterial infec-
tions, psychological trauma, disfigure-
ment, and scarring.

The risk of animal-bite injuries are
influenced by several factors. The
disposition or temperament of the
animal, the age and sex of the victim
and animal, and an individual’'s occupa-
tion can influence animal-bite risk.

A reduction in the risk of disease and
injury can be realized by the control of
dangerous and vicious dogs, enforce-
ment of animal control ordinances, and
vaccination of pets. Educational pro-
grams emphasizing pet owner responsi-
bility and ownership are effective means
of risk reduction.

Figure 1: Bites by sex
of animal, City of
Lincoln, FY 1999.
Although a higher
frequency of bites
are from altered
dogs, more than
twice as many dogs
are altered as
unaltered. Thus,
bite rates for
altered dogs are far
lower than for
unaltered dogs.’

Animal Abuse and Violence

Many recent studies have shown a
correlation or link between animal
cruelty and domestic violence. Between
20% and 57% of victims with animals
reported their batterers had actually
hurt or killed their animals (based on
studies of battered women in shelters

and those seeking protection orders).* In
a survey completed in Utah shelters of
women with and without children, more
than half said their pet was hurt or
killed by the abusive partner. Addition-
ally, in 60% of the cases, children in the
home witnessed the animal abuse and
over half tried to intervene.

In the aftermath of school violence,
the U.S. Department of Education listed
16 early behavioral and emotional signs
that may suggest a child could become
violent. One of the signs is “Past history
of violent and aggressive behavior,
including animal cruelty and arson.”®

The American Society for the Preven-
tion of Cruelty to Animals (ASPCA) has
listed the following three items as the
most common types of domestic vio-
lence and animal abuse:

+ An adult threatens or carries out
animal abuse in order to prevent
another household member from
telling others that he or sheis a
victim of domestic violence or to
coerce him or her in to taking some
action.”

+ A child abuses an animal as a result
of being a victim of or witness to
domestic violence.”

+ An abused animal injures a person
(such as a bite).”

Dr. Randy Lockwood, psychologist for
the Humane Society of the United
States, has stated “Animal abuse is a
serious crime in itself, but it is also a
well documented predictor and indica-
tor of other violence, including domestic
violence, teen violence, and other
serious crime."”4

Communicable Diseases

Other Public Health/Animal Control
issues have been the increasing aware-
ness and recognition or discovery of
new and old zoonoses and the reporting
of cases nationally, in Nebraska, or in
surrounding states. A zoonotic disease is
defined as a disease transmitted from
animals to humans. These zoonoses
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Figure 2: Age of bite
victim, City of
Lincoln, FY 1999. Of
the 489 human
victims, 50.1%
were females and
49.9% were males
in FY 1999 as
compared to 46.5%
females and 53.5%
males in FY 1998.

60 -

40 -

Number of Bites or Attacks

20 -

include Hanta virus, plague, Lyme
disease, Psittacosis, and Baylisascaris
procyonis (raccoon roundworm), and
others. While they have not been

reported in Lincoln, they are a potential
public health issue for citizens and staff
who may come in contact with the
spreading vector.

Current Status and Trends

Animal Bites

Every day in the United States, dogs
inflict an estimated 900 bites or wounds
that subsequently require emergency
room care.? It is estimated that only
50% of all bites are reported. Addition-
ally, there is very limited data on other
species of animals inflicting bites.

In fiscal year 1990 (September 1,
1989 through August 31, 1990), 497
bites inflicted on humans were reported
and investigated in Lincoln, Nebraska.®
In fiscal year 1999, 489 bites (a 1.6%
decrease for the nine-year period) were
reported.® It should be noted that the
estimated human population of Lincoln
for the same period has grown 11.5%.
However, a ten-year comparison (fiscal
year 1989 reported 423 bites)® indicates
a 15.6% increase in bites whereas the
human population grew at approxi-
mately 14%. The increase is thought to
be primarily due to the increase in
animal population and the keeping of
larger working or guard-dog breeds.

Victim Age Group

As of this date no fatalities have
occurred in Lincoln or Lancaster County
since 1976 (it is not known if there were
any fatalities from animal bites prior to
that date).

For 1994-95 Lincoln hospitals re-
ported 0.8% of emergency room visits
were animal bites.’? In the United States
(1990), animal bites account for 0.5% to
1.5% of emergency room visits."" Injuries
inflicted by bites vary from simple
puncture wounds to severe lacerations.”
Children, due to their size, are most
likely to be bit on the head, face, or
neck. Adults generally suffer wounds to
the hands, upper arms, lower legs, and
thighs. In the United States. children
aged five to nine have the highest
incident rate.® For the period of 1992-
95, 22.6 children per 10,000 under age
ten were treated in emergency rooms
for animal bites."? In Lincoln, children
from infancy to five years of age re-
ceived 18.1% of the reported animal
bites inflicted to humans in 1998, while
the age group six to ten years, 16.7%.°
Thus 34.8 % of the bites were incurred
by young children as compared to the
next highest age group, 21 to 30 years,
which received 17.6%.°

By cooperative agreement, LLCHD's
Animal Control Division monitors and
investigates all bite injuries treated at
Lincoln hospitals or reported by citizens,
the Lincoln Police Department, Capital
Humane Society, and other law enforce-
ment agencies. Thirty-seven percent of
the 1998 bites were reported to Animal
Control by emergency room personnel
and 57% were reported by the victims
or relatives.®
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Of all animal bites reported in Lincoln
in 1998, 72.2% were inflicted by dogs,
22.2% by cats, and 5.6% by other
animals.® This is fairly comparable with
1990, which had 69.3% dog bites,
23.0% cat bites, and 7.7% other animal
bites.® Animals that have been neutered
or spayed have the lowest frequency of
bites. Unaltered male dogs are involved
in bite incidents three times more often.

In 1989, the Nebraska Legislature
passed dangerous-dog legislation. In
1991 the Lincoln Municipal Code was
revised to be similar to but more restric-
tive than the state statutes. These laws
provide enforcement and declaration
capabilities to monitor and control dogs
that are considered potentially danger-
ous, dangerous, or vicious based on
their behavior and aggression patterns.
In addition, Nebraska State Statutes and
Lincoln Municipal Code stipulate that
dogs, cats, and ferrets involved in bite
incidents must be placed under ten-day
observation.

In summary, based on reported bites
in 1998 and prior years, the typical
profile of a Lincoln bite incident is as
follows:

1. The victim is a male or female child
between the ages of 1 and 15.°

2. The biter dog is a guard dog/working
breed and aged two years or less
(highest probability is one year or
less).?

3. The dog is unaltered, vaccinated for
rabies, and licensed.?

4. The dog inflicts a single wound or
puncture while on the dog owner’s
property (highest probability inside
the home).?

5. The bite is most likely to happen
during cooler months of the year
such as May or September, when
both humans and dogs are most
active.®

6. The attack is considered unprovoked.®

Animal bites are tracked locally and
nationally by other animal control
agencies. There is no state or federally
mandated requirement that they have to
be reported to any state or federal
agencies.

Animal Abuse and Violence

Understanding the relationship of
domestic violence and animal abuse is
relatively new, so little documentation
exists. Animal abuse is one of several
factors now considered as an indicator
of domestic violence. Animal abuse and
neglect complaints over the past ten
years have varied from a high of 1,025
in 1990 to a low of 706 in 1988, with
833 reported in 1998.8° The vast major-
ity of these cases are neglect situations
where a dog has been reportedly left
without food, water, or shelter. How-
ever, two cases in 1999 indicate that the
relationship of animal abuse to domestic
violence does exist in Lincoln. In the first
case, a puppy's throat was slit when a
female friend of the owner found out
the owner was going to give the puppy
to another woman. In the second
incident, a woman asked her male
friend who had been drinking alcohol to
leave her residence. The man, while
leaving the residence, picked up a puppy
that was outside and threw it to the
ground, breaking one of its rear legs. In
both cases, the individuals who commit-
ted the offenses were cited.

Although cruelty/neglect calls are
predominantly for neglect (such as food,
water, and shelter), they do provide a
gauge of how the general community
treats animals and the level of citizen
concern for their own or neighbors’
animals. There is no documentation of
what type of animal abuse or cruelty
can be ignored as a factor in domestic
violence. If a new ordinance is passed, it
may make it possible to separate neglect
from the more serious cruelty/animal
abuse, but this may only highlight a
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degree of potential for domestic vio-
lence. It is hoped the relationship
between domestic violence and animal
abuse will increase the enforcement
community involvement as well as other
volunteer and private agencies over the
next ten years.

Health Disparities

Communicable Disease

The positive testing of rabies is report-
able, and in Lincoln the only docu-
mented cases in recent years have been
in bats, which have not been involved in
bites.

Animal Control does not maintain race
and ethnicity data from bite reports. The
court citations and warning/defect tickets
do have a field for race, and this is
entered into our computer records. Some
limited data about race and ethnicity is
available for persons issued a citation or
warning/defect. However, the informa-

Public Health Infrastructure

tion is not sufficient to make any gener-
alizations about animal ownership or risk
of animal bites for racial and ethnic
minorities. What is clear from the data is
that children are at significant risk for
injury from animal bites. They are more
likely to be bitten, and their bites are
more likely to be serious.

Public health infrastructure needs in-

clude:

1. Improved reporting of animal bites at
the state and national level.

2. Preparedness to monitor new zoonotic

diseases as they occur in this commu-
nity.

3. Improved and refined use of computer
technology to increase efficiency and
provide regular reports to the public.

Recommendations

The recommendations by the CDC to
prevent bites and fatalities, stop the
spread of rabies, and decrease the
ownership of aggressive animals have
been reviewed for local application.
They are measurable and provide
comparison to past and current records.
Educational presentations reach
audiences that include those who may
be aware of animal abuse or domestic
violence. Information and positive
contact with responsible adults can
positively influence children. Presenta-
tions promote pet-owner responsibility,
awareness of proper animal care and
treatment, spaying/neutering of pets,
vaccination and licensing, and bite
prevention. These recommendations and
the targets proposed are believed
achievable based on past experience.

+ By 2005, expand animal control
enforcement and education program-
ming throughout all of Lancaster
County and decrease animal-related
contacts by the Sheriff's Department
by fully funding all components of
LLCHD's Animal Control education
program.

+ Implement the three categories of
strategies developed by CDC to
prevent dog bites beginning in Fiscal
Year 2000.

1. Owner and public education: pet-
owner and non-pet-owner educa-
tion, altering of pets, and school-
based education.

2. Animal Control at the community
level: more stringent animal
control laws and enforcement.
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3. Bite reporting: evaluation of
prevention efforts and improve
data collection.

Implement innovative service, educa-
tion, and enforcement concepts
within a city-county animal control
program.

Continue the strong working relation-
ship with the Capital Humane Society,
including the kenneling of animals,

development of mutual goals, and
collaboration with other private
groups to encourage the altering of
pets.

Develop concepts for reporting
animal abuses and preventing domes-
tic violence, including ideas that may
require legislative action.

Monitor the need to develop a
reporting method for zoonoses.

Table 1

1.

Currently no data source.
Lincoln-Lancaster County Health Dept.,
Animal Control Div., Animal Control Annual
Report, Lincoln NE, 1999. FY 98-99 data.
Bob Downey, Dir., Capital Humane Society
reported data, Lincoln NE, 1998 data.
Lincoln-Lancaster County Health Dept.,
Environmental Health Div., Animal Control
Div., Animal Control Update Report, 1990.
Lancaster County E-coded emergency room
data, 1992-95.

Emergency Dept., National Hospital
Ambulatory Medical Care Survey, Healthy
People 2010 Objectives: Draft for Public
Comment, September 1998. 1992-94 data.
U.S. Dept. of Health and Human Services,
Office of Public Health and Science,
Healthy People 2010 Objectives: Draft for
Public Comment, September 1998.
Percent of dogs and cats (licensed and
unlicensed) in Animal Control Licensing
Files. Lincoln-Lancaster County Health
Dept., Animal Control Div., Animal Control
Annual Report, 1999. FY 98-99 data.

Data is based on household survey across
United States, thus it is a percentage of
altered dogs and cats per household.
National Council on Pet Population Study
and Policy, Shelter Relinquishment Data,
March 1990. Presentation given to Society
of Animal Welfare Administrators, Wash-
ington D.C.

Figure 1

1.

The computer records indicate the follow-
ing: cats unaltered = 7.6%

cats altered = 92.4%

dogs unaltered = 27.6%

dogs altered = 72.4%

Narrative sources

1.

10.

11.

12.

MMWR Dog Bite Related Fatalities U.S.,
1995-1996, vol. 46 no. 21.30, May 1997.
AVMA Network, Dog bite prevention
media, “dog bite fact sheet,” 10 November
1998. Dog bite prevention campaign,
“Nipping a problem in the bud,” vol. 212.
no. 9, May 1, 1998.

MMWR Human Rabies Prevention — United
States, vol. 48 / no. RR-1, January 8, 1999.
Nebraska Domestic Violence Sexual Assault
Coalition, May 1999 newsletter.

“Animal Cruelty Overlaps With Domestic
Abuse,” Salt Lake Tribune, 30 March 1998.
“Reducing Violence In U.S. Schools,”
Dispute Resolution Journal, November
1998.

<http://www.adr.org/drj>

Family Vision, ASPCA.
<http://www.aspca.org/issues>
Lincoln-Lancaster County Health Depart-
ment. Environmental Health Division.
Animal Control Program, “Animal Control
Update Report,” 1990.

Lincoln-Lancaster County Health Depart-
ment, Animal Control Division, “Animal
Control Annual Report,” 1999.

“The News About Dog Bites.” Pittsburgh
Parent, 21 August 1998.
<http://www.family.disney.com/Features/
family_1998 05/pitt>

Jeffery J. Sacks, U.S. Centers for Disease
Control, Division of Injury Epidemiology
and Control, “Personal Communication,”
August 1990.

Lincoln-Lancaster Country Health Depart-
ment, E-coded report, 1992-95.



Tobacco Use

Health Objectives for the Year 2010: Reduce disease, disability, and
death related to tobacco use and exposure to secondhand smoke by
preventing initiation of tobacco use, promoting cessation of tobacco
use, reducing exposure to secondhand smoke, and changing social
norms and environments that support tobacco use.

Health Implications

Scientific knowledge about the health
consequences of tobacco use has
increased greatly since the release of the
first Surgeon General’s Report on
Tobacco in 1964. It is well documented
that smoking cigarettes causes heart
disease; cancers of the lung, larynx,
esophagus, pharynx, mouth, and
bladder; and chronic lung disease.
Cigarette smoking also contributes to
cancer of the pancreas, kidney, and
cervix. Consequences of smoking during
pregnancy include spontaneous abor-
tions, low birthweight, and sudden
infant death syndrome. Use of smoke-
less tobacco causes a number of serious
oral health problems, including cancer
of the mouth, gum periodontitis, and
tooth loss. Cigar use causes cancer of
the larynx, mouth, esophagus, and lung.
The life expectancy of people who
smoke is decreased by an average 14
years.

These tobacco-related diseases result
in over 420,000 deaths among adults in
the United States per year, representing
more than 5,000,000 years of potential
life lost. Direct medical costs attribut-
able to smoking total approximately $50

billion per year. Direct medical costs
attributable to smoking during preg-
nancy are approximately $1.4 billion per
year. Smoking during pregnancy is
estimated to account for 20% to 30% of
low birthweight babies. As much as 14%
of pre-term deliveries are a result of a
mother’s smoking, and smoking ac-
counts for up to 10% of all infant
deaths.

In Nebraska, more than 2,700 people
annually lose their lives as a result of
tobacco use. Additionally, hundreds of
millions of dollars are drained from the
state’s economy each year through
medical costs, lost productivity, and
property damage. Even more disturbing
than these statistics is the fact that
35,000 Nebraska children currently
younger than 18 will die prematurely
from tobacco use.

Exposure to secondhand smoke
(environmental tobacco smoke, or ETS)
has serious health consequences.
Researchers have identified more than
4,000 chemical compounds in tobacco
smoke; of these, at least 43 cause
cancer in humans and animals. Each
year, an estimated 3,000 nonsmoking
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Americans die of lung cancer because of
exposure to ETS. In addition, 150,000 to
300,000 children suffer from lower
respiratory tract infections as a result of
exposure to ETS. ETS is also linked to
heart disease among adults. According
to a 1996 study, 21.9% of U.S. children
and adolescents under age 18 (approxi-

mately 15 million youth) were exposed
to ETS in their homes. ETS is more
prevalent than is readily recognized. A
1996 study found that among non-
tobacco users, 87.9% showed evidence
of exposure to ETS, yet only 37% were
aware that they had been exposed.

Current Status and Trends

The prevalence of smoking among
adults declined steadily from the mid
1960s through the 1980s. This decline
appears to have been based on wide-
spread educational and public health
efforts beginning with the publication
of the 1964 Surgeon General’s Report.
However, smoking among adults leveled
off in the 1990s. The prevalence of
smoking among adults nationally in
1995 was 24.7%. The Nebraska rate in
1997 was 22%, and the Lincoln—
Lancaster County rate was 21%. Both
state and local adult tobacco-use rates
have essentially remained constant in
the second half of the decade.

Scientific evidence indicates that
tobacco use and addiction usually
begins in adolescence and that tobacco
use may increase the probability that an
adolescent will use other drugs. Nearly
90% of people who smoke started
before age 18. Consequently, preventing
tobacco use among youth has become a
major focus of tobacco-control pro-
grams nationally and is a primary goal
of Nebraska’s and Lincoln-Lancaster
County’s tobacco programs.

Development and implementation of
effective comprehensive community-
based strategies to prevent children
from starting to use tobacco is critical.
After experiencing decreases in youth
tobacco use in the 1970s and 1980s, the
rate at which children use tobacco has
steadily increased in the 1990s. Data
from the Centers for Disease Control
and Prevention (CDC) Youth Risk Behav-
ior Survey (YRBS) reveal that past-month

smoking among 9th to 12th graders
rose from 27.5% in 1991 to 36.4% in
1997. The 1997 Nebraska YRBS shows
that 39% of this same age group used
tobacco within the past month. In
Lincoln-Lancaster County the rate was
39.3% for females and 36.4% for males
for a combined rate of 38%. This is the
first time in the history of the YRBS at
Lincoln-Lancaster County that the
female tobacco-use rate has been higher
than the male rate.

Use by adolescents of smokeless
tobacco and cigars has also been
steadily rising during the 1990s. Nation-
ally, the past-month smokeless tobacco
rate among 9th to 12th graders was
9.3% in 1997 (15.8% among males and
1.5% among females). The past-month
cigar rate for the same year and same
age group was 22% (31.2% males and
10.8% females). The 1997 smokeless
tobacco- use rate among adolescents in
Nebraska was 17.1% and in Lincoln-
Lancaster County was 12.0%."

Determinants of Initiation of Tobacco
Use Among Youth

The five key stages of initiation and
establishment of tobacco use among
young people are:

1. forming attitudes and beliefs about
tobacco

2. first trying tobacco

3. continuing experimentation with
tobacco

4. regularly using tobacco

5. becoming addicted to tobacco



D-4 Tobacco Use

Youth are put at increased risk of
initiating tobacco use by sociodemo-
graphic, environmental, and personal
factors. Sociodemographic risk factors
include coming from a family with low
socioeconomic status. Environmental
risk factors include accessibility and
availability of tobacco products, ciga-
rette advertising and promotion, price
of tobacco products, perceptions that
tobacco use is normal, peers’ and
siblings’ use and approval of tobacco,
and lack of parental involvement.
Personal risk factors include a lower self-
image, the belief that tobacco use
provides a benefit, and lack of ability (or
desire) to refuse offers to use tobacco.

Cigarette advertising plays an impor-
tant role by affecting young people’s
perceptions of the pervasiveness, image,
and function of smoking. The Food and
Drug Administration’s (FDA's) 1996
tobacco regulation concluded that
although advertising may not be the
most important factor in a child’s
decision to smoke, it is a substantial
contributing factor. Brand preference
data indicate that teens are nearly three
times more likely than adults to smoke
the most heavily advertised brands of
cigarettes. Besides advertising, the
glamorization of tobacco use by the
entertainment media also appears to
influence teen attitudes about tobacco
use.

The price of tobacco products has a
large impact on youth smoking. Many
studies demonstrate that increases in
the price of tobacco products reduce the
use of both cigarettes and smokeless
tobacco among adults and youth.
Economic studies show that a 10%
increase in the price of cigarettes will
reduce overall smoking among adults by
about 4% and among teens by at least
7%. In Nebraska, an aggressive state-
wide effort is underway to significantly
increase the tax on tobacco products.

Young people report many reasons
for smoking: to improve their image,

especially to impress peers and achieve a
sense of identity; to help cope with
stress; and to achieve a sense of belong-
ing. These themes are reinforced by the
images of tobacco advertising that
portray smoking as a popular part of a
positive, active, and fun lifestyle. Addic-
tion and the physiological/drug effects
of nicotine also are cited by young
people as reasons to continue to smoke.
In addition, young people report that
parents and family have an enormous
impact on youth smoking, due both to
modeling smokers in the family and to
stress related to the family.

Determinants of Maintenance of
Tobacco Use

The principal reason for continuation of
tobacco use is the addictive nature of
tobacco, and that addiction occurs in
most smokers during adolescence. A
study of high school seniors showed
that 44% of daily smokers believed that
in five years they would not be smoking,
but a follow-up study showed that five
to six years later 73% of these persons
remained daily smokers. In 1995, 68.2%
of current smokers wanted to quit
smoking completely. However, estimates
indicate that only 2.5% of smokers stop
smoking permanently each year.

Tobacco Control Interventions

The focus of efforts to reduce tobacco
use in the United States has shifted from
smoking cessation for individuals to
population-based interventions that
emphasize prevention of initiation and
reduction of exposure to ETS. This
change of emphasis from individual
behavior to population-based strategies
has come about because tobacco use
appears to be susceptible to changes in
the social environment.

Evidence from California and Massa-
chusetts has shown that comprehensive
programs can be effective in reducing
tobacco consumption. Both states
increased their cigarette excise taxes and
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designated a portion of the revenues for
comprehensive tobacco-control pro-
grams. Data from these states indicate
that:

1. Increasing excise taxes on cigarettes is
one of the most cost-effective short-
term strategies to reduce tobacco
consumption among adults and to
prevent initiation among youth.

2. The ability to sustain this reduction in
per capita consumption is greater
when the tax increase is combined
with an aggressive antismoking
campaign.

There are six key components of to-
bacco-use prevention and control
interventions:

1. prevention and restriction of minors’
access to tobacco

2. treatment of nicotine addiction

3. reduction of exposure to secondhand
smoke

4. counteradvertising and promotion

5. economic incentives

6. product regulation

Health Disparities

National data from 1995 reveal several
disparities in smoking prevalence among
adults. Men (27.0% smoking prevalence)
are significantly more likely to smoke
than women (22.6%). American Indians/
Alaska Natives (36.2%) are more likely to
smoke than other racial and ethnic
groups. Individuals aged 25 to 44 are
more likely to smoke (28.6%) than other
age groups. Those with 9 to 11 years of
education (37.5%) have significantly
higher levels of smoking than individuals
with either 0 to 8 years of education or
12 years or more; individuals with 16 or
more years of education have the lowest
smoking rates (14%). Individuals below
the poverty level are significantly more
likely to smoke than individuals at or
above the poverty level (32.5% vs.
23.8%)

Among adolescents, smoking rates
differ between Whites and African
Americans. In the 1980s, African-

American youth showed markedly lower
rates of smoking with rates among
white teens more than triple those of
African-American teens. In recent years,
smoking has started to increase among
African-American male teens, but
African-American female teens continue
to have smoking rates considerably
lower. Data from the national YRBS
indicate that in 1997, 40% of White
high school females were smokers
compared to 17% of African-American
high school females.

Smokeless tobacco use among
adolescents also differs significantly by
students’ gender and race. In 1997,
15.8% of male high school students
used smokeless tobacco, compared to
only 1.5% of female high school stu-
dents. Smokeless tobacco-use rates were
12.2% for non-Hispanic Whites, 2.2%
for African Americans, and 5.1% for
Hispanics.

Public Health Infrastructure

Each year tobacco use kills more than
2,700 Nebraskans and drains $432
million from the economy. Tobacco-
related Medicaid expenses alone cost
taxpayers almost $40 million every year.
The public health community is coming

together as never before to fight this
number one preventable cause of death
and illness, tobacco. Tobacco Free
Coalitions have been established in 12
communities throughout the state,
including the Tobacco Free Lincoln
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Coalition; health agencies are joining
forces to introduce and pass legislation
to protect the public from environmen-
tal tobacco smoke and to increase the
tax on tobacco; and communities are
creating comprehensive programs to
prevent children from starting to use
tobacco. Local health departments have
the opportunity to be leaders in imple-
menting comprehensive tobacco preven-
tion plans that address the Four A's of
tobacco control: access, appeal, afford-
ability, and clean air. The CDC's August
1999 guide, “Best Practices for Compre-
hensive Tobacco Control Programs,” and
the Smokeless Nebraska Coalition’s
November 1999 “Combatting Tobacco
Use In Nebraska” provide excellent
guidance in developing such compre-
hensive plans. The Lincoln-Lancaster
County Health Department has estab-
lished itself as an aggressive force in the
war on tobacco and will continue to
work closely with Nebraska Health and
Human Services; Health Education, Inc.;
the Lancaster County Medical Society;

the Nebraska Dental Association; the
American Heart Association; the Ameri-
can Cancer Society; the American Lung
Association; the Nebraska Heart Insti-
tute, local schools, churches, and health
agencies; and others to decrease the
rate at which children start to use
tobacco and to protect the public from
ETS.

It will be necessary to seek funds to
create an effective and comprehensive
community-wide approach to tobacco
prevention, education, and cessation.
The Smokeless States Coalition’s guide,
“Combatting Tobacco Use In Nebraska,”
suggests that full funding of a compre-
hensive program requires $14.17 per
person, which translates into an annual
$3,000,000 necessary for Lincoln. A
potential source of funds locally is from
the Lincoln Community Endowment. An
obvious source of funding at the state
level should be from the Health Care
Trust Fund, in which monies received by
Nebraska from the national tobacco
settlement will be deposited.

Recommendations

Implement a community-wide multi-
strategy approach to reduce the rate at
which youth begin to use tobacco and
to ensure clean air. This approach will
focus on changes in social norms and
environments that support tobacco use,
policy and regulatory strategies, commu-
nity participation, strategic use of media,
development of local programs, coordi-
nation of statewide and local activities,
linkage of school-based activities to
community activities, and use of surveil-
lance and evaluation techniques to
monitor program impact. Specific
aspects of this approach include:

+ Continue to work with the statewide
effort to increase the tax on tobacco
significantly enough (by a minimum
of 10%) to decrease sales and con-
sumption among both youth and
adults.

+ Help public and parochial schools
implement evidence-based tobacco
prevention and education curriculum
for grades K-12.

+ Work closely with the schools that are
part of the Comprehensive School
Health Initiative to help them address
the youth risk behavior of tobacco
use.

+ Continue to assist the Lincoln Police
Department in conducting compli-
ance checks of tobacco retailers to
achieve the goal of no more than a
5% illegal sales rate.

+ Involve businesses in the effort to
decrease youth and employee to-
bacco use by encouraging the busi-
nesses to implement, promote, and
enforce strong clean indoor air
policies that comply with the Ne-
braska Clean Indoor Air Act.
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Related discussion

or indicators are
located in the
chapters on Maternal
and Child Health,
Healthy Children,
Chronic Disease, Oral
Health, and Clean
Indoor Air.

*

Encourage all health care providers,
including physicians, dentists, and
allied health personnel, to ask pa-
tients and clients about personal
tobacco use, strongly encourage
cessation, and provide information on
quitting.

Implement a smoke-free workplace
ordinance.

Enlist media to assist with public
education campaigns emphasizing
clean indoor air.

Encourage administrators of health
plans to offer treatment of nicotine
addiction as part of the health plan
provisions.

Create and implement aggressive
counter-advertising campaigns to
combat the tobacco industry’s
extensive advertising and promotion.
Make cessation programs and sup-
port groups widely available and
accessible to all desiring such a
program, including youth and unin-
sured/underinsured individuals.

Table 1

1.

Currently no data source.

U.S. Dept. of Health and Human Services.
Healthy People 2010 Objectives: Draft for
Public Comment.

Lincoln-Lancaster County Health Dept.,
Behavioral Risk Factor Survey 1999.
Nebraska Health and Human Services
System, Behavioral Risk Factor Surveillance
System Report, 1995-96.

U.S. Dept. of Health and Human Services,
Healthy People 2010 Objectives: Draft for
Public Comment. Data from the National
Health Interview Survey, 1995.
Lincoln-Lancaster County Health Dept.,
Youth Risk Behavior Survey, 1997.

The Buffalo Beach Company, The 1997
Youth Risk Behavior Survey, Summary
Tables of Nebraska Data, 1997.

1997 Youth Risk Behavior Surveillance
Data, MMWR, vol. 47, no. SS-3.

U.S. Dept. of Health and Human Services,
Healthy People 2010 Objectives: Draft for
Public Comment. Data is for youth aged
12-17, from the National Household
Survey on Drug Abuse, 1996.

U.S. Dept. of Health and Human Services,
Healthy People 2010 Objectives: Draft for
Public Comment. Data from National
Health Interview Survey, 1994.

10.

11.

12.

13.

14.

15.

16.

Lincoln-Lancaster County Health Depart-
ment, Vital Statistics, 1998.

Nebraska Health and Human Services
System, Nebraska Vital Statistics Report,
1998.

National Center For Health Statistics,
National Vital Statistic Report, vol. 47, no.
18. U.S. births data, 1997.

Currently no data source. Business survey
of smoking policies would need to be
developed.

U.S. Dept. of Health and Human Services,
Healthy People 2010 Objectives: Draft for
Public Comment. Data from the National
Survey of Worksite Health Promotion
Activities, 1992.

Currently no data source. Could be
obtained from a community health survey.
U.S. Dept. of Health and Human Services,
Healthy People 2010 Objectives: Draft for
Public Comment. 1996 data from the
Health Plan Employer data and information
set.

Narrative source

1.

The Buffalo Beach Company, The 1997
Youth Risk Behavior Survey, Summary
Tables of Nebraska Data, 1997. In response
to the question “Have you ever used chew
or snuff in the past 30 days?”
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Health Objectives for the Year 2010: Improve the health, fitness, and
quality of life of all Lancaster County residents and reduce their chronic
disease risk by promoting reqular daily physical activity and optimal

nutrition status.

Health Implications

Nutrition

Nutrition is essential for sustenance,
growth and development, health, and
well-being. At the same time, nutritional
(or dietary) factors contribute substan-
tially to the burden of preventable
illness and premature death in the
United States and, consequently, to the
nation’s economic burden. For the
majority of adults who do not smoke
and do not drink excessively, what they
eat is the most significant controllable
risk factor affecting their long-term
health. Dietary factors are associated
with five of the ten leading causes of
death: coronary heart disease, some
types of cancer, stroke, Type 2 diabetes
mellitus, and atherosclerosis.

Many factors are involved in the
nutrition and health relationship. Chief
among these is the disproportionate
consumption of foods high in fat, often
at the expense of foods high in complex
carbohydrates, fiber, and other sub-
stances necessary for good health that
are found in vegetables, fruits, and
grain products. There is much evidence
associating high dietary fat intake with
increased risk of obesity, some types of

cancer, and high blood cholesterol. With
today’s ready availability of high-fat
snacks and fast foods, children and
teenagers are likely to consume un-
healthy amounts of high-fat foods. This
can be a precursor to a lifestyle of poor
nutritional habits, putting them at
increased risk for chronic disease later in
life.

An important dietary factor for good
health is adequate intake of vegetables,
fruit, and grains as a source of complex
carbohydrates and fiber as well as
vitamins and minerals. These foods are
also generally low in fat. Populations
consuming diets rich in these foods have
significantly lower rates of cancers of
the colon, breast, lung, oral cavity,
larynx, esophagus, stomach, bladder,
cervix, and pancreas. In addition, a fiber-
rich diet may have a protective effect
against certain types of cancer, includ-
ing colon cancer. To aid in increasing
dietary fiber and vitamin and mineral
consumption, the National Cancer
Institute in cooperation with the Pro-
duce for Better Health Foundation
sponsors the “Five a Day for Better
Health Program.” This educational effort
seeks to increase per capita consump-
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tion of fruits and vegetables from the
current national average of 2.5 servings
per day to at least five servings per day.
Calcium intake in our population is
another dietary factor that has long-
term implications on health and quality
of life issues. Low calcium intake
throughout the lifespan appears to be
one important risk factor in the develop-
ment of osteoporosis. This bone dis-
abling disease affects more than 25
million people in the United States and
is the major underlying cause of bone
fractures in postmenopausal females
and the elderly, with more than 1.5
million fractures occurring annually at
an estimated cost of $13 billion to $18
billion per year in medical charges and
lost productivity from hip fractures
alone. Females are especially susceptible
to this bone disease. Because peak bone
mass is established by the age of 30,
calcium consumption is important
throughout all age categories to pro-
mote bone formation in childhood,
teen, and early adult years and to
reduce bone loss after the age of 30.

Physical Activity

In addition to proper nutrition, the
adoption and maintenance of a physi-
cally active lifestyle is an essential part
of a healthy life. On average, physically
active people outlive those who are
inactive. Regular physical activity helps
to maintain functional independence of
older adults and enhance the quality of
life for people of all ages. Physical
activity provides some protection
against many chronic diseases including
coronary heart disease, hypertension,
some types of cancer, Type 2 diabetes
mellitus, osteoporosis, arthritis, and
depression and anxiety. Regular physical
activity can also help in management of
Type 1 diabetes mellitus, maintaining
appropriate body weight, and combat-
ing stress.

Physical activity has a wide range of
benefits for participants. Physical activity
provides some protection against several

chronic diseases, and its role in prevent-
ing coronary heart disease is of particu-
lar importance. Physically inactive
people are almost twice as likely to
develop coronary heart disease as
people who engage in regular physical
activity. This risk factor is almost as
significant as cigarette smoking, high
blood pressure, and high blood choles-
terol and is more prevalent than any one
of these other risk factors.

The 1990s has brought a new per-
spective on exercise, fitness, and physi-
cal activity by shifting the focus from
intensive aerobic exercise to a broader
range of health-enhancing physical
activity. Research over the past decade
has made it clear that virtually all
Americans will benefit from regular
sustained physical activity. Although
vigorous physical activity is necessary for
improved cardiovascular fitness, increas-
ing evidence suggests that physical
activity that is less intense and accumu-
lated throughout the day can have
significant health benefits, including a
decreased risk of coronary heart disease,
diabetes, osteoporosis, colon cancer,
and high blood pressure. For those who
are inactive, even small increases in
physical activity show measurable health
benefits. It is important to develop a
pattern of regular physical activity that
begins in early childhood and lasts
throughout life.

Overweight Americans

A common health objective of both
good nutrition and increased physical
activity is the reduction in number of
Americans who are overweight. Over-
weight is defined as body weight that
exceeds the normal or standard weight
for a particular person, based on height
and frame size and a body mass index
(BMI) of 27.3 for males and 27.8 for
females. The prevalence of people in this
country who are overweight based on
BMI calculations has increased at an
alarming rate, so that more than one-
third of American adults are now
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considered overweight. Obesity is linked
to five of the ten leading causes of
death in the United States. Of all the
diseases for which unhealthy weight is a
contributing factor, Type 2 diabetes is
most strongly associated with obesity.
However, overweight is also a major risk
factor for coronary heart disease and
hypertension. Certain types of cancer
are also linked to overweight. For
example, the risk of developing colon
cancer is 50% to 70% greater in over-
weight men compared to those who are
lean, with an estimated one in ten colon
cancers being attributable to obesity.
The prevalence of overweight is
particularly high in minority popula-
tions, especially among young women
and low-income persons. Furthermore,
the increasing prevalence of overweight

is not limited to adults but is observed
in children above six years of age, in
both genders, and in all subpopulations.
Morbidity associated with overweight is
considerable and will worsen as our
population continues to become more
overweight. These health problems
often can be reversed through proper
weight loss and weight maintenance.

Medical researchers have estimated
the cost of obesity to be $100 billion
annually. This amount includes $45.8
billion in direct costs, such as hospital
care and physician services, and another
$33 billion for weight reduction services
and products. Obesity also costs the
economy $18.9 billion a year for such
indirect costs as lost output caused by
death and disability from weight-related
diseases.

Current Status and Trends

Nutrition

Data from 1994 to 1996 reveal that
Americans aged two and older con-
sumed about 33% of their total calories
from fat, down from 34% in 1994 and
36% in 1980. In addition, the percent-
age of Americans aged two and older
who consumed less than 10% of calories
from saturated fat was 35%. (Compa-
rable data is not available for Nebraska
or Lancaster County.) However, the 1990
Behavioral Risk Factor Survey has identi-
fied Nebraska population segments that
are more likely to have high dietary fat
intake. “High"” fat consumers were
defined as those who were above the
75th percentile for fat consumption for
the state. Among young men aged 18 to
34, the percentage with high fat intake
was much greater, with 45% catego-
rized as “high” fat consumers in Ne-
braska.

Teenagers were also likely to consume
unhealthy amounts of high-fat foods.
One-third (34%) of high school students
participating in the 1993 National Youth
Risk Behavior Study had eaten three or

more servings of foods typically high in
fat content during the day preceding
the survey. Female students (24%) were
significantly less likely than male stu-
dents (42%) to have eaten three or more
servings of such foods. Of the Nebraska
students, there was an even higher
percentage who reported eating three
or more servings of high-fat foods the
previous day (61%).

Average daily intake of vegetables,
fruits, and grain products among people
aged two years and over has increased
since the start of this decade, as has the
proportion of the population who meets
the minimum average daily goal. How-
ever, the majority still do not meet the
recommendation of five or more fruits
and vegetables every day. Data from
1996 indicates that only 40% of the
population aged two and older met this
goal. Nebraska data indicate for adults
aged 18 and older that 22% of the
population met the Dietary Guidelines’
minimum average daily goal of consum-
ing fruits and vegetables five or more
times every day. According to the 1993
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YRBS, only 15% of American high
school students had eaten five or more
servings of fruits and vegetables during
the day preceding the survey. Boys
(18%) were more likely than girls (13%)
to have eaten the recommended “Five a
Day.” Results of Nebraska students were
nearly identical to those for the nation.
The percentage of Americans aged two
or over who meet the Dietary Guide-
lines’” minimum average goal of at least
six servings of grain products increased
to 52%; however, consumption of
whole-grain products remains low.

Since the start of this decade, the
proportion of the population who met
recommendations for consumption
of calcium-rich foods decreased or
changed little, with consumption falling
short of recommendations for the
majority of the population. In 1996,
fewer than one in ten females aged 11
to 24 years consumed an average of
three or more servings of milk and milk
products daily.

Another nutritional trend in this
country is eating meals away from
home. Studies indicate that 40% of a
family’s food budget is spent in restau-
rants and carry-outs. Foods eaten away
from home are generally higher in fat,
saturated fat, cholesterol, and sodium
and lower in fiber and calcium than
foods prepared and eaten at home.
People may also have a tendency to eat
larger amounts when they eat out, eat
higher calorie foods, or both.

Physical Activity

With the introduction of the 1996
Surgeon General’s Report on Physical
Activity and Health came a recognition
of the benefits of less intense but
accumulated physical activity in addition
to the established benefits of vigorous
exercise. Unfortunately, few Americans
engage in regular physical activity
despite the potential benefits. According
to the BRFS of Nebraska, 21% of people
aged 18 and older reported participat-

ing in weekly physical activity, and 23%
of people in this same age category
reported having no leisure-time physical
activity. This compares to national rates
of 20% and 28%, respectively. In Lan-
caster County, 32.5% of residents
reported participating in weekly physical
activity, while 19% reported having no
leisure-time physical activity. Less than
10% of the U.S. population report
regular, vigorous physical activity that
involves the large muscle groups in
dynamic movement for 20 minutes or
longer, three or more days per week.
Regular physical activity among youth
is important because of health benefits
(cardiorespiratory function, lower blood
pressure, and weight management) and
because the adoption of a physically
active lifestyle may continue into adult-
hood. Data demonstrate that major
decreases in vigorous physical activity
occur during grades 9-12, and this
decrease is more pronounced in girls
than boys. Twenty-one percent of young
people in grades 9-12 engage in moder-
ate physical activity for at least 30
minutes each day, whereas the national
average of young people in grades 9-12
who participate in daily physical educa-
tion at school is 25%. The Lancaster
County rate for this same category is
39%. Nebraska data were not available.
Worksite physical activity and fitness
programs provide a mechanism for
reaching large numbers of adults.
Employer-sponsored programs can be
offered on-site or in conjunction with
community organizations. Worksite
fitness programs have been shown to
have at least short-term effectiveness in
increasing the physical activity and
fitness of program participants. Evi-
dence that worksite programs are cost
effective is also growing, and such
programs may even reduce employer
costs for insurance premiums, disability
benefits, and medical expenses. Addi-
tional benefits for employers include
increased productivity, reduced absen-
teeism, reduced employee turnover,
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improved morale, enhanced company
image, and enhanced recruitment. In
1992, approximately 57% of the
nation’s worksites with 50 or more
employees offered employee-sponsored
physical activity and fitness programs. In
addition, 18% offered some form of
nutrition education, and 14% offered
weight-management programs.

Overweight Americans

The prevalence of overweight has
increased in the United States over the

past decade, up from 25% of adults in
1980 to 34% in 1993 (as measured by
the National Health and Nutrition
Examination Survey). As a result, more
than 60 million adult Americans (more
women than men) are thought to be
overweight. The most recent data for
Nebraska shows that 29% are over-
weight. This prevalence is based on self-
reported data from the 1995-96 BRFS
and is not comparable to national
statistics where data are derived from
measured heights and weights.

Health Disparities

The prevalence of overweight is particu-
larly high in minority populations,
especially among women and low-
income persons. Currently, about 47%
of Hispanic and 49% of African-Ameri-
can women are classified as overweight.
Studies show that non-Hispanic low-
income women have an obesity rate of
39%, compared to 25% for their higher-
income-level counterparts. A similar
situation exists among Mexican-Ameri-
can women: 46% of the population’s
low-income women are overweight

compared to 40% for those with in-
comes above the poverty level.
Overweight is a serious health prob-
lem for American children and is consid-
ered a pediatric epidemic. Childhood
obesity has been increasing since the
1970s, with the result that 21% of all
12-year-olds to 19-year-olds are now
seriously overweight. A study of 1,456
youths aged 9-12, conducted by the
Centers for Disease Control and Preven-
tion between 1988 and 1991, found
that one in five preteens is overweight.

Public Health Infrastructure

Physical inactivity and obesity go hand
in hand. Ultimately, it is the individual's
responsibility to take action to combat
personal inactivity and overweight;
however, education and environment
can be major determinants in whether
or not the individual takes positive
action.

Public education about long-term
health consequences and risks associ-
ated with overweight and how to
achieve and maintain a preferred weight
is necessary. Equally important is estab-
lishing an environment that is conducive
to safe and pleasurable physical activity.
Crime-free neighborhoods, unbroken

sidewalks, good lighting, bicycling and
walking trails, and pedestrian-friendly
streets all encourage leisure-time
physical activity. Community initiatives
that promote walking or biking to
school or work, eating five or more
fruits and vegetables each day, and
incorporating the Food Guide and
Physical Activity Pyramids into daily life
can be instrumental in achieving a
healthier population. Such initiatives
must be embraced by homes, schools,
worksites, and the community with the
goal of helping citizens establish and
maintain healthful behaviors in both
diet and physical activity.
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Recommendations

Related discussion

or indicators are
located in the
chapters on Maternal
and Child Health,
Healthy Children,
Older Adults, and
Oral Health.

*

Maintain in the schools an up-to-date
quality of nutrition education that
utilizes most recent data and technol-
ogy and ensures that teachers are
giving the most current nutritional
information.

Increase the number of schools that
teach essential, age-appropriate,
current nutrition education topics to
all levels of students and throughout
the child’s entire school career.
Increase the proportion of children
and adolescents who take advantage
of school breakfast and lunch pro-
grams through positive promotion of
these programs.

Encourage employers to develop a
worksite culture that promotes
healthful diet and adequate physical
activity for employees.

Develop a community partnership to
address ways in which safe and
sustained physical activity can be
encouraged for the citizens of Lin-
coln. Partners will include urban
planning, law enforcement, health
promotion, educators, citizens,
employers, public works, trails activ-
ists, and others.

*

Encourage primary and allied health
care providers to routinely assess and
counsel their clients to incorporate
healthy diet and adequate physical
activity into their daily routines.
Nutrition professionals and nutrition
organizations must actively work with
legislators and insurance carriers to
provide coverage for nutrition educa-
tion and counseling for clients whose
conditions demand appropriate
nutrition intervention.

Consistent physical education in
schools must be recognized as an
important mechanism to promote
increased physical activity in children
and adolescents that can carry over
into adulthood as lifetime activities
for good health.

Public and private schools should be
encouraged to provide access to their
physical activity spaces and facilities
for young people and adults outside
of normal school hours.

As a community, take advantage of
nationally recognized campaigns such
as “Five A Day” and “Physical Activity,
It's Everywhere You Go,"” to promote
messages of good health to the
citizens.

Table 1

1.

Currently no data source.
Lincoln-Lancaster County Health Depart-
ment, Youth Risk Behavior Survey, 1997.
Buffalo Beach Company, Lincoln, NE. 7997
Summary Tables, Nebraska Youth Risk
Behavior Survey.

Centers for Disease Control and Prevention,
MMWR Surveillance Summary, 47(SS-3),
“Youth Risk Behavior Surveillance — United
States, 1997.”

U.S. Department of Health and Human
Services, Office of Public Health and
Science, Healthy People 2010 Objectives:
Draft for Public Comment, September
1998.

5.

Percentage of students reporting that they
walked or bicycled for at least 30 minutes
at a time on five or more days in the past
week.

Lincoln-Lancaster County Health Depart-
ment, Behavioral Risk Factor Survey, 1999.
Nebraska Health and Human Services
System, Nebraska 1995-1996 Behavioral
Risk Factor Surveillance System Report.
National Center for Chronic Disease
Prevention and Health Promotion, Division
of Adult and Community Health, 7998
BRFSS Summary Prevalence Report.
“Regular and sustained” physical activity as
measured by the Behavioral Risk Factor
Survey represents the accumulation of 30
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10.

11.

12.

minutes or more of physical activity, five or
more days per week.

Overweight, as measured by the Behavioral
Risk Factor Survey, is a Body Mass Index
greater than or equal to 27.8 for men and
27.3 for women.

No data currently available. An appropriate
data collection method needs to be
determined.

U.S. Department of Health and Human
Services, Office of Public Health and
Science, Healthy People 2010 Objectives:
Draft for Public Comment, September

13.

1998. 1994-1996 data on individuals aged
two and older from the Continuing Survey
of Food Intake by Individuals, U.S. Depart-
ment of Agriculture (2-day average).

U.S. Department of Health and Human
Services, Office of Public Health and
Science, Healthy People 2010 Objectives:
Draft for Public Comment, September
1998. The national objective based on
those individuals aged two and older due
to data source (see note 12).



Alcohol and Other Drugs

Health Objectives for the Year 2010: Reduce death, injury, and socio-
economic consequences of alcohol and other drug abuse. Educate the
public on the dangers of alcohol and other drug abuse.

Health Implications

The public health impact of the misuse
of alcohol and drugs is extremely
significant. It is estimated that 18
million Americans are currently alcohol
dependent and an additional 3 million
Americans are estimated to have serious
drug problems.” Approximately 100,000
people die each year in the United

States as a result of alcohol abuse alone.

llicit drug abuse and related acquired
immunodeficiency syndrome (AIDS)
deaths account for another 12,000
deaths. Substance abuse costs every
person in the United States nearly
$1,000 annually to cover the costs of
health care, law enforcement, motor
vehicle crashes, crime, and lost produc-
tivity.2

Many serious health and social
problems are also related to substance
abuse. Substance abuse has been
identified as a cause of cancers that
until recently were thought to be
unrelated. Alcohol and illicit drug use
also increases the risk for heart disease,
stroke, and hypertension. Heavy alcohol
use increases the risk for hepatitis B and
C, cirrhosis, and various other liver
disorders. Cocaine use can produce
cardiac irregularities and heart failure,
convulsions, and seizures. Cocaine use
temporarily narrows blood vessels in the

brain, contributing to the risk of strokes
as well as to cognitive and memory
deficits. Long-term use of drugs can also
result in chronic depression, sexual
dysfunction, and psychosis.?

The rate of alcohol-related fatalities
has declined since 1987 but still remains
a serious problem in the United States.
The rate for the United States in 1996
was 6.5 fatalities per 100,000 popula-
tion, which is down from 9.8 per
100,000 in 1987. Since 1982, the alco-
hol-related traffic fatality rate for youth
has decreased by over 50%. The National
Highway Traffic Safety Administration
(NHTSA) estimates that since 1975, more
than 16,500 lives have been saved by
minimum drinking age laws.?

Alcohol-related A & B injuries contrib-
ute greatly to the use of emergency
rooms and health care costs. “A” injuries
are defined as disabling, and “B" injuries
are defined as visible but not disabling in
the injury severity codes reporting
system of the Nebraska Department of
Roads. In addition to health care costs,
these types of injuries often cause
families intense emotional and financial
strain because the injuries result in
permanent disability.

Approximately 20% of all traffic
crashes involving a driver under age 21
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involves alcohol. Crashes with a driver
under age 21 that are attributable to
alcohol cost $18.2 billion per year."

Alcohol-related fatal crashes are not
limited to drivers and passengers in
motor vehicles. Alcohol involvement was
reported in 45% of the pedestrian
fatalities reported in the nation. Pedes-
trians were intoxicated in 29% of these
fatalities, 12.5% involved drivers who
had consumed alcohol, and both the
driver and pedestrian were inxtoxicated
in 3.5% of the crashes.® Approximately
$289 million is spent on alcohol-related
accidents involving pedestrians and
cyclists under the age of 21.%

Inhalant use is a popular substance
abused by youth in rural areas of the
West and Midwest.2 Inhalant use can
cause damage to the heart, kidney,
brain, liver, bone marrow, and other
organs. Users can also suffer from
“sudden sniffing death syndrome,”
which is a result of the sudden and
unexpected disturbances that inhalants
have on a heart’s rhythm. Inhalant use
can be physically and psychologically
addictive and cause users to experience
withdrawal symptoms."

Methamphetamine speeds up the
central nervous system, causing physical
and psychological effects. The effects
that attract users to meth are an in-
creased level of energy and alertness,
decreased need for sleep, a feeling of
euphoria, and increased sexuality. These
effects seem appealing at first, until
users realize that the harmful effects of
meth greatly outweigh the benefits.
Meth is extremely addictive because
users often continue taking the drug to
avoid the inevitable crash that comes
when the positive effects of meth begin
to wear off. Even first-time users can
experience many of the meth’s negative
effects."

Many unintentional injuries also
result from substance abuse. Impaired
behaviors can lead to injuries resulting
from falls, fires, and drownings. Ap-
proximately 22% of victims of accidental

fatal boating incidents were intoxicated
at the time of the accident.?

The victims of drug and alcohol abuse
are not limited to the user. Fetal alcohol
exposure can lead to a plethora of
alcohol-related disabling conditions,
including fetal alcohol syndrome (FAS).
FAS is characterized by poor motor
coordination, facial deformities, growth
deficiencies, and cognitive and behavior
problems.” More information on the
health implications of FAS can be found
in the Maternal and Child Health section
of this report. Substance abuse has been
identified as a risk factor for abusive and
violent behavior, a factor in one-half to
two-thirds of homicides, suicides, and
serious assaults. There is also a correla-
tion between problem drinking and
social problems, such as domestic
violence and child abuse and neglect.?

The combination of alcohol use and
sex can be potentially dangerous. This
combination can lead to unintended
pregnancies, the spread of human
immunodeficiency virus (HIV) and other
sexually transmitted diseases (STDs), and
unwanted sexual experiences. Alcohol
use has also been related to a failure to
use condoms. Women are almost twice
as likely as men to report having en-
gaged in sexual activities and having
abandoned safe-sex techniques when
under the influence of alcohol.?

Children learn at an early age which
drinking behaviors are socially accepted
by their community (i.e., where, when,
why, how much, and with who). They
also learn about the normative stan-
dards or expectations held by the
community. These expectations will
either encourage or inhibit drinking in
particular situations. Parents are often
reported by adolescents as being the
person who offers them their first drink
of alcohol, but once alcohol use has
been initiated, imitation of one’s peers
becomes the dominant social influence.*
Adolescents obtain alcohol most com-
monly from older siblings and friends,
usually at parties. Alcohol at parties is
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typically associated with low cost per
drink when alcohol is supplied in kegs.
Most young adults respond that they
would buy for someone younger than
them. This is considered to be “return-
ing a favor,” since someone once
purchased alcohol for them.®

Perceived acceptance of alcohol use
among family, peers, and society greatly
influences youth to use or avoid alco-
hol.2 Youth who consume alcohol at an
early age are at greater risk of addiction
and problems with alcohol later in life.
Age of first easy access to alcohol has
also been found to relate to higher rates
of drinking later in life. Alcohol use
among adolescents can lead to physical
fights as well as unintended and unsafe
sexual activity.®

Risk factors that contribute to adoles-
cent initiation to and use of alcohol and
other drugs are environmental and
community factors (economic and social
deprivation, community norms, and
standards favorable toward drug use),
familial factors (family history of addic-
tion, family management problems,
parental drug use, and positive attitudes
toward use), and individual factors
(friends who use drugs, favorable
attitudes toward drug use, school
failure, and early age of first use).®

Alcohol and drug use at an early age
increases one’s risk of addiction or
problems later in life. First easy access to
alcohol at an early age is related to later
rates of drinking.> Half of the binge
drinkers in colleges were already binge
drinkers when they were seniors in high
school.”

As with alcohol use, perceived soci-
etal acceptance and expectations of
binge drinking can influence youth to
participate in this high-risk activity.?
High school students who participate in
binge drinking are likely to continue
binge drinking in college or young
adulthood.” Binge drinking can lead to
many problems, including death, motor
vehicle incidents, unintentional injuries,
unintended and unsafe sexual activity,
physical fights, arguments, and aca-
demic failure.”

Drinking patterns within a population
are reflective of policies, institutional
structures, and social norms regarding
alcohol use and sales within the com-
munity. While it is important to see
more fundamental change with regard
to prevention efforts for risky drinking
practices, it is also beneficial to focus on
social environments and policies that
influence individual attitudes and
behaviors surrounding alcohol use.?

Current Status and Trends

In 1997, among fatal crashes, 50%
involved alcohol in Lancaster County.
This total is well above the estimate of
39% alcohol involvement in fatal crashes
in the nation and the estimate of 31%
for Nebraska. However, for all crashes
reported — including not only fatalities,
but injury and property damage inci-
dences — both Lancaster County and
Nebraska figures estimate only a 4%
alcohol involvement. This is less than the
national estimate for alcohol-related
crashes which is 7% of all crashes.?
According to the Youth Risk Behavior
Survey (YRBS) in 1997, alcohol use and

binge drinking among high school
students in Lancaster County were
comparable to national averages and
lower than Nebraska rates. Binge
drinking is defined as having five or
more drinks of alcohol in a row within a
couple of hours. Alcohol use during the
month prior to the survey was reported
by 48.2% of students in Lancaster
County, and 31.6% reported binge
drinking in the month prior to the
survey. Nationally, 50.8% of students
reported using alcohol and 33.4%
reported binge drinking. Nebraska high
school students reported 56.4% using
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Figure 1: Marijuana
use in Lancaster
County. Percent of
students using
marijuana in the
past 30 days.’

Table 2: Alcohol and
other drug use in
Lancaster County,
male and female
comparison, 1997."

alcohol and 42.1% binge drinking.
Alcohol use and binge drinking have
remained fairly stable over the past ten

years among Lancaster County students.

Binge drinking is more prevalent
among young adults (18-25) in Lan-
caster County than in the nation. The
national rate of binge drinking for this
population is 32.0%, and 26.3% of
young adults reported binge drinking in
the month prior to the 1999 Behavior
Risk Factor Survey (BRFS) in Lancaster
County.

An estimated 2.5 million Americans
used marijuana for the first time in
1996. Marijuana use has been increas-
ing since 1991 in the United States. The
increased rates of use during the 1990s
seem to reflect primarily from the
increasing rate of new use among
youth.

An estimated 11.1 million Americans
reported using marijuana during the
past month in 1997. This is approxi-
mately 5.1% of the population age 12
and older. Marijuana is the most com-
monly used illicit drug. The 1997 survey

Males Females
Alcohol use 51.0% 45.9%
Binge drinking 35.2% 28.5%
Marijuana use 26.1% 21.6%
Inhalant use 16.3% 19.3%
“Other” illegal drug use 21.2% 17.1%

data found that among current illicit
drug users, 80% were marijuana users.'®

Marijuana use among adolescents is a
concern in Lancaster County because of
an increase over the past ten years
among high school students reporting
use in the month prior to the survey. In
1997, according to the YRBS, 23.7% of
students surveyed reported recent
marijuana use compared with 16.2% in
1991 (see fig. 1). This rate is higher than
the 15.6% self-reported rate of mari-
juana use by Nebraska students the
month prior to the 1997 survey but
slightly lower than the 26.2% reported
by students in the nation.

Law enforcement intelligence data
and treatment admissions indicate a rise
in youth and adult methamphetamine
use. Methamphetamine use is a growing
state problem. This is demonstrated by
the increase in meth lab seizures during
the past two years. In 1997 two meth
labs were seized, while in 1998 thirteen
were seized. Meth is cheap and easy to
make; therefore, the drug manufactur-
ers and dealers are able to make the
drug extremely appealing to youth.™

In 1997, Lancaster County high
school students reported higher rates of
inhalant use one or more times during
their lifetime than did students nation-
ally but lower rates than students in
Nebraska. Inhalant use (including
sniffing glue, breathing the contents of
aerosol spray cans, or inhaling any
paints or sprays to get high) was re-
ported by 17.9% of Lancaster County
students, with the greatest percentage
being reported by younger students.
Nationally, 16.0% of students reported
inhalant use compared with 19.9% of
Nebraska students.

YRBS data have consistently indicated
that substance abuse is more likely to be
reported by males than by females,
except for inhalant use. Table 2 shows a
comparison of the YRBS results by sex
for 1997.
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Table 3: Alcohol and
other drug use in
Lancaster County,
White/Nonwhite or
Hispanic compari-

Alcohol and Other Drugs

Health Disparities

Minority and ethnic members of the
Lancaster County community are faced
with challenges regarding alcohol and
substance abuse. Typically, members of
these communities report higher rates
of use and resulting negative health
consequences. This population is also
more commonly exposed to the influ-
ences surrounding substance use than
are groups in other areas of Lancaster
County.

Nationally, the highest rates of
alcohol-related motor vehicle fatalities
per 100,000 population were found
among Native-Americans (28.0%) and
Asians (19.6%), while African-Americans
and Whites reported the lowest rates at
6.2 per 100,000 population.?

According to the YRBS, during the
past ten years nonwhite or Hispanic
students have consistently reported
greater rates of use for marijuana and
“other illegal drugs” than have their
white counterparts. Reported marijuana
use has increased at similar rates be-
tween nonwhite or Hispanic students
and white students. In 1997, nonwhite
or Hispanic students reported 48.4%
had used marijuana in the past month
while 37.2% of white students reported
use. Reported “other illegal drug” use
has remained fairly stable among the
two populations during the past ten
years, but the nonwhite or Hispanic rate
remains higher than the white rate. In

son, 1997." 1997, 18.4% of white students reported

Nonwhite or

White Hispanic

Alcohol use 47.5% 53.2%
Binge drinking 31.4% 32.3%
Marijuana use 37.2% 48.4%
Inhalant use 24.2% 17.2%
“Other” illegal drug use 18.4% 25.8%

using one or more of the “other illegal
drugs” at least once during their life-
time, while 25.8% of nonwhite or
Hispanic students reported use.

Differences in reported rates for white
and nonwhite or Hispanic students
according to the 1997 YRBS results are
shown in Table 3.

The 1994 Minority Behavior Risk
Factor Survey (MBRFS) and the 1995
BRFS show a significant difference in
young adult (aged 18-25) reported
binge drinking in the month prior to the
surveys. The white rate reported from
the BRFS was 34.3%, while the non-
white or Hispanic rate reported from the
MBRFS was 71.2%.

Many of the poorer and less economi-
cally developed neighborhoods in
Lancaster County have higher percent-
ages of ethnic and minority populations
than other areas of the county. Higher
concentrations of alcohol outlets are
typically found in these poorer neigh-
borhoods. Alcohol is thus more acces-
sible and more aggressively promoted to
these populations.® Areas where alcohol
outlets are more concentrated also
reflect more alcohol-related problems.
Evidence shows that areas with greater
outlet densities have greater alcohol
related crashes, assaultive violence,
youth violence, and alcohol-related
pedestrian injuries.' The community
needs to evaluate the concentration and
distribution of alcohol outlets in these
neighborhoods and then examine
zoning laws and economic development
within the poorer areas.®
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Public Health Infrastructure

Behavior trends are generational and
reflect strong community norms. To
effectively change the trends in alcohol
and drug use or related behaviors, the
community norms need to be changed.
To establish what are the community
norms, we must first discover the
norms, and the most beneficial way to
do this is to simply ask the public. By
determining the perceptions of our
community and correcting any mis-
perceptions based on facts, we will be
able to uncover the underlying force of

the community norms and begin chang-

ing the norms.

Adult drinking and driving is hard to
assess based on the current question in
the Behavioral Risk Factor Survey. It has

Recommendations

been proposed to include a question on
a community survey that replicates the
question in the Youth Risk Behavior
Survey: “During the past 30 days, how
many times did you drive a car or other
vehicle when you had been drinking
alcohol?”

It has also been proposed to use the
community survey to ask about adult
marijuana and methamphetamine use. It
would be preferable if these questions
also replicated the questions asked in
the Youth Risk Behavior Survey: “During
the past 30 days, how many times did
you use marijuana?” and “During your
lifetime how many times have you used
methamphetamines (also called speed,
crack, crank, or ice)?”

*

Implement a more collaborative
community effort to address broad
alcohol and drug-related issues and

provide multisystemic prevention and

treatment initiatives.
Deve